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ANNUAL MEETING. 


THe ANNUAL MeetING of this Society was held in the Library of 
the University of Durham College of Medicine, Newcastle-upon- 
Tyne, on the afternoon of Friday, October 4th—Dr. Murphy 
(President) in the chair. 


Dr. Oxiver (Hon. Secretary) read the annual report of the 
committee for 1888-89, as follows :— 


“ During the year just ended 19 new members—including 2 
honorary members—were added to the Society. Four members 
died, 8 have left the district or resigned, and 4 have been struck 
off for non-payment of subscriptions. The total number of 
members is 175, as against 172 at the end of last session. 

“ Our balance at the beginning of the session was £58 11s. 4d. ; 
we have received in subscriptions £85 10s., making a total of 
£144 1s. 4d. Our expenditure has been £105 Os. 54d, leaving a 
balance in our hands of £38 Os. 10$d. The amount of unpaid 
subscriptions is £12. 


“The Committee trust that the delivery of an annual oration by 
a distinguished member of our profession—which will be happily 
instituted to-night by Professor. Lawson Tait—will be regarded as 
a sincere indication on their part to provide not only an intel- 
lectual treat, but that by its social and educational influence it 
may be regarded as one means whereby the interests of the 
medical profession generally may be advanced, and the sphere of 
usefulness of the Northumberland and Durham Medical Society 
extended.” 


On the motion of Dr. Gipson, seconded by Dr. Drummonn, the 
report was adopted. 


It was proposed by Mr. Morean that the officers for last session 
be re-elected. This was seconded by Mr. Winuramson, and agreed 
to. 


NEW MEMBERS PROPOSED. 


V. H. Ruruerrorp, B.A., M.B, Newcastle-upon-Tyne. 
G. B. Moreayn, Junr., B.A., M.B., Sunderland. 

R. Crospy, M.B., South Shields. 

W. Murray Mackay, M.B., North Shields. 

Horace Parcs, M.D., Gosforth. 

R. J. Burns, M.R.C.S., Sunderland. 

T. G. Anstey, M.D., Hartlepool. 

E. H_ Grspon, M.B., South Shields. 

F. W. Gisson, L.R.C.S., Tyne Dock. 


The PresipeNt read the subjoined resolutions from a Special 
Meeting of Committce and Representative Members of the 
Society :-— 

(1.) That bound copies of Transactions of the Society for the year be offered 

in exchange to other Societies. 

(2.) That the President and Vice-Presidents be elected for a year, an 1 be not 

eligible for the year following. 

(3.) That Members exhibiting Pathological Specimens and Patients shall 


limit their remarks to five minutes, and that these remarks be not 
read. 


(4.) That the room adjoining the Library be used for Microscopic and Card 
Specimens ; to be shewn, as far as possible, before the commencement 
of the Meeting. 


These propositions were all adopted by the meeting. 


The Prestpent then introduced Professor Lawson Tait, who 
received a warm welcome from the meeting. 


AN ADDRESS 
By Mr. LAWSON TAIT, F.R.CS. 


Mr. PRESIDENT AND GENTLEMEN,—The selection of a subject for 
an address on an occasion like this is a matter of some delicacy 
and difficulty. One has the choice of several plans. One may, 
for instance, indulge in general platitudes, giving an address which 
shews how much more one knows than our fathers did, at the 
same time feeling not quite so sure that. we know it as accurately 
as they did; or, on the other hand, one may pick up a special 
subject and appeal in detail to the specific advances made. I 
thought that the second might be the safer course to adopt ; and 
when at the Leeds meeting [ consulted Dr. Oliver, he agreed that 
the subject of Ectopic Gestation, being one that is peculiarly my 
own, was one upon which I might say something new, at any rate 
to those who had not read my pamphlet on the subject, and even 
to some of those who had. JI, therefore, chose this subject, 
although rather a special one, occupying in the practice of each 
individual man no very large field, for none of us see a very large 
number, yet when they do occur these cases place the practitioner 
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in a position of such enormous responsibility, occuring as they do 
in the most unexpected ways and places, that no subject presents 
perhaps so much interest to the general practitioner. Ectopic 
Gestation has, too, this additional claim upon your attention that, 
although it lies in one of the bye-paths of practice, still its 
mysteries have been unravelled in a remarkably short space of 
time to a very complete extent, not only in pathology, but also in 
the methods of dealing with it. satisfactorily, to the relief of 
suffering and the saving of human life. 

You will see that I use the term Kctopic Gestation, and I would 
like to say first of all that this term should be used exclusively in 
place of the older term. extra-uterine gestation or pregnancy. The 
reasons for this are several. First of all there is at least one 
variety of this condition which is not covered by the term extra- 
uterine pregnancy, and it is always well when we alter our nomen- 
clature to alter it in the direction which gives greater precision 
and covers more ground. We are in the habit of altering our 
nomenclature often enough from mere fancy. With each 
in-coming school of pathology there comes a new system of 
nomenclature, which has the result of confusing those who have 
just left the schools where the latest doctrines were taught. With 
cellular pathology there was introduced a nomenclature which was 
disturbed by the molecular theories which subsequently came to 
the front, and these in their turn have been displaced by the 
system of pathology based upon the microscopical investigations of 
lower forms of life. I doubt very much whether the new nomen- 
clature has added much to our stock of conclusions, thongh it has, 
perhaps, to our precise information in certain respects. Still it 
has disturbed our nomenclature to an extent which is exceedingly 
confusing, even to a man of my years. What it must be to one 
whose hair is grey and beginning to get thin on the top I cannot 
venture to say. I do not, therefore, propose this change without 
a sound reason for so doing, because the variety of ectopic gesta- 
tion known as the interstitial is brought within the scope of our 
term. Then, again, the cornual form of pregnancy was regarded 
as extra-uterine, which is not the case, while it is undoubtedly 
ectopic. We have, therefore, two conditions which we bring in 
under the word ectopic, which are not included in the term extra- 
uterine gestation. I maintain, therefore, that the one word ought 
to replace the other altogether for the sake of precision and 
comprehensiveness. 

It is difficult to see clearly in a subject like this what is the best 
line to follow. We may adopt the clinical or the pathological 
classification, and [ am not sure that the former is not the best, 
because I am dealing with the subject for the purpose of helping 
those who have no time aud no opportunity now of following out 
the intimate details of pathological research, men who are 
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engaged at the bedside, but to whom it is important to know 
what they ought to do. I will, therefore, follow this. method, 
although it may lead to a little confusion of order. That disadvan- 
tage will be compensated for by the clearness [ shall gain in 
addressing those to whom the subject 1s new, or to whom the term 
extra-uterine pregnancy simply involves a confused notion of a 
condition far different from that usually met with at the puerperal 
bedside. 

What then is the commonest condition with which we have to 
deal in the matter of ectopic gestation? It is unquestionably the 
condition in which the catastrophe is so terrible and so sudden 
that short of a railway accident nothing can be compared to it. 
One of your patients is suddenly seized with pain in the abdomen. 
The pain becomes more and more severe as the hours advance, 
she presents a strange death-like pallor, she vomits, she lies on her 
back, the pulse disappears, the skin becomes cold and clammy, she 
is clearly dying, and yet there is no very clear ground upon which 
you can make your diagnosis, and until you inquire in the history 
you can make nothing out beyond the pain. So sudden is all this 
that most cases of the kind pass on to the post-mortem table or 
into their graves without a complete diagnosis having been arrived 
at, unless, indeed, the case happens to fall into the hands of a man 
who has been unfortunate enough to have had similar cases in his 
practice before. These are the appearances of a woman who is 
suffering from rupture of the more common form of ectopic gesta- 
tion. Your patient dies if not relieved, probably with the true 
condition of things unsuspected. <A post-mortem examination is 
made, the abdomen is found full of blood, one Fallopian tube is 
found with a small swelling, and this is found to be the 
source of the extravasation into the peritoneal cavity. You 
will find pints of semi-coagulated blood, and when you search 
for the source of the hemorrhage you find it in a rent in 
the Fallopian tube, from the effects of which your patient has 
died. This is what we call a ruptured tubal pregnancy con- 
cerning the pathology of which the greatest confusion until 
recently existed. In fact, I may say, with regard to some of 
the senior members of the profession, that it still exists. In 
support of this assertion I may refer to the report of a clinical 
lecture which appeared in the columns of the Lancet a few weeks 
since. The lecturer opened his observations with this remarkable 
sentence “that only ignorant audacity could presume to make 
clear the pathology of extra-uterine pregnancy.” Now I do not 
know whether it is ignorant audacity on the one side that can 
make such a charge, or ignorant audacity on the other for 
attempting to make clear that which was before enveloped in 
obscurity, but if I can succeed in inducing you to believe that the 
pathology has been made clear, aud the treatment rendered 
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precise and successful, then my mission to you will have been 
accomplished. 

We had until quite lately an inherited belief that stood in the 
way of our understanding the pathology of these cases completely 
or indeed at all. Many years ago, experiments were made by 
Lecoste with the view of ascertaining the precise position in which 
the ovum and spermatozoa met and impregnation took place. 
Unfortunately Lecoste made his experiments upon the lower 
animals with a bifid uterus, and this has been the source of all 
the trouble, because the human uterus is single, and the bifidity 
of the uterus is represented by structures which are not uterus at 
all, viz., the Fallopian tubes. He found that impregnation took 
place high up the bifid organ, and thought that this was the 
Fallopian tube, instead of, as it really was, “the uterus. This led 
to the mistake that has existed so long. The position in which 
impregnation takes place is not in the Fallopian tubes at all, but 
in the uterus. Now normally the Fallopian tube is lined by a 
layer of ciliated epithelium, which was supposed to have for its 
function the sending of the ovum down into the uterus, and it 
was assumed that this function was fulfilled after the ovum had 
been impregnated. Now we cannot make experiments upon the 
human female as upon the lower animals, but we have an un- 
fortunate habit in many instances, In making experiments upon 
the latter, of neglecting a precaution which the physicist and the 
chemist always adopt, viz., of making sure that the conditions of 
the experiment are the’ same. Now the conditions of the experi- 
ment are not the same in women, as will be found upon careful 
examination, and the absence of this ciliated layer of epithelium is 
the precise condition that was neglected. We know now as nearly 
as we can know, from the investigations of pathologists, and from 
direct observation, which will doubtless be completely elucidated 
before long, that another function of this ciliated epithelium is to 
prevent the entrance of the spermatozoa into the Fallopian tubes. 
So long as there is a layer of intact epithelium impregnation does 
not and cannot take place in the tubes, on this account. I will 
not go into the arguments on this point, for the time at my dis- 
posal will not allow of it, but some recent researches by A. W. 
Johnstone and Bland Sutton make it very clear to me that this is 
the case. This is the key-note of the subject, and if once grasped 
it makes it all perfectly clear. Without it everything is as dark 
as before. When the Fallopian tube has been denuded of its layer 
of ciliated epithelium these observations shew clearly that its 
surface becomes exactly like that of the uterus, to which the 
ovum would normally become attached. If there has been a 
destruction of the ciliated layer which is not reproduced, then we 
have the possibility, in the first place, of a spermatazoon entering 
the tube, and, still more important, pathologically and clinically, 
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after impregnation, the ovum may become attached to the walls 
of the tube, as it normally is to the uterus. These points granted, 
the whole thing becomes clear in spite of the cries of “ignorant 
audacity ” on the subject. , 

Let us suppose then that this view of the pathology is correct 
and everything is clear, without it, as I have already observed, 
everything is as obscure as it ever was. Clinical facts however, 
and the revelations of the post-mortem room, fit in so admirably 
with this assumption that it is quite impossible now to imagine 
that this hypothesis upon which we are working is anything but 
correct. 

We will assume then that this later physiology is an improvement 
upon the older view, that impregnation takes place in the cavity 
of the tube with the attachment of the ovum to its walls, m 
consequence of the loss of the ciliated epithelium. Here, however, 
let me diverge into the clinical aspect of these cases for a moment 
and tell you what their history nearly always is. You will find 
that ectopic gestation occurs in the vast majority of cases in women 
who either have never been pregnant, although married for years, 
or who, having had two or three children, have experienced a 
period of sterility of some years duration. Now this one clinical 
fact shews clearly enough that the procreative mechanism was out 
of gear, that there was something wrong. The intervention of a 
period of sterility shewed that something abnormal had happened. 
Then the examination of the tubes too will generally shew 
distinctive evidence of mischief. One authority, Dr. Griffith, of 
St. Bartholomew’s Hospital, told me the other day that he was 
perfectly satisfied as to the correctness of my views, and he 
said he agreed that the question of desquamative salpingitis had 
been worked out and proved. In many instances then you have a 
clear history of tubal disease. I cannot go further into this point 
because it would take up too much time, but the history generally 
shews that there has been damage done to the tubes prior to the 
abnormal gestation, Here then we have proof number one of the 
accuracy of our views. We will now turn to the progress of each 
condition. Impregnation has taken place and the ovum has 
become attached to the walls of the tube and goes on growing. 
We have now to speak of conditions based upon divisions of the 
tube which are largely artificial, but, artificial though they be, they 
have many conveniences to recommend them. You are all of you 
familiar with the appearances and anatomy of the Fallopian tubes. 
You know that there is a small portion of the tube which is buried 
in the uterine substance. Then there is another part of the tube 
which is perfectly free except that it is kept in place by the meso- 
salpinx, a duplicature of the peritoneum running up one side and 
down the other, thus enveloping the tube but allowing it perfect 
freedom of movement. Now this duplicature of the peritoneum is 
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one of the most important structures in the whole female pelvis 
for the purposes cf the present discussion, therefore I ask you to 
bear it well in mind. Then we come to the division which is 
known as the infundibulum. This is supposed, at intervals more 
or less periodical, to be applied to the ovary for the purpose of 
receiving the ovum ready to pass into the uterus. Whether this 
view is correct or not remains to be proved, but it is in any case 
a very interesting subject. At one time I myself believed that 
this did take place, but I am at present disposed to regard the 
statement asa myth. It matters little for our purpose however 
whether it takes place or not. 

Another point to be discussed is the view that impregnation 
sometimes takes place in the ovary, that the spermatozoa travel up 
the Fallopian tube and spread themselves out over the ovary, 
infecting the ovum at the moment of its escape. That can be seen 
readily enough in some of the lower animals which are not 
provided with Fallopian tubes, and the error arose from the 
application of these observations to what takes place in the human 
female. Now this question, largely asserted upon one and the 
other side, turns upon the point, does ovarian pregnancy ever 
occur? Is there such a variety of ectopic gestation as ovarian ? 
Well, I have examined personally all the specimens to which I 
have been able to get access, and I have investigated every such 
case that has ever been put upon record. All I can affirm is that 
so far no such occurrence has been proved to have taken place. 
The proofs which we demand in support of such an occurrence 
are that a cavity be found in the structure of the ovary, that the 
walls of the cyst consist largely, if not solely, of ovarian tissues, as 
demonstrated by the microscope, and that the contents of the cyst 
consist largely of foetal structure, or if not foetal structure, then 
placenta. If none of these three conditions can be demonstrated 
the case must be put aside, and disregarded as evidence in proof 
thereof. I do not mean to say that the thing is impossible, but I 
mean to say that, so far, it has not. been satisfactorily established. 
Some of the cases published as such are based upon ludicrously 
erroneous inferences. Not long ago, in the transactions of the 
Gynecological Society of America, a case was put on record which, 
from the history, was palpably a case of dermoid tumour of the 
ovary. Yet it is described and put on record as a case of ovarian 
pregnancy. Great care is therefore required in admitting such 
cases as evidence. It does not matter for clinical purposes whether 
it is proved or not. If so the subject is all the more interesting. 
I do not suppose, however, that it would differ in its clinical 
relations from a tubal pregnancy. The patient would be exposed 
to the same dangers, and the case would have to be dealt with in 
the same way. 

As regards tubal pregnancy, there is an ample supply of 
specimens which prove the occurrence of all the three forms in the 
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infundibulum, in the middle part, and in the interstitial part of 
the tube. I may dismiss the interstitial variety with a few words. 
First of all it is the rarest, for although I have perhaps the largest 
experience of any one man of this curious displacement, I have 
only seen one such case, and I know of only six mounted specimens 
in this country in which this lesion indubitably exists. It is rare, 
it is invariably fatal, for we get no notice as to when the rupture 
is going to take place, and the patient dies before anything can be 
done. The period at which rupture takes place, 2.e, when the 
tube gives way, may be deferred as late as the sixth month, and 
seldom occurs before the fourth. The tissues are then so vascular 
that it is only a matter of a few minutes before all is over. 
Alluding particularly to my own case, I fail to see how any human 
power could have saved her even if we had been there at the time. 
The condition is simple enough ; the ovum has become attached to 
the part of the tube within the structure of the uterus. There it 
remains and expands, usually in an upward direction, on the fundus 
of the uterus. The rupture is extensive, usually from four to five 
inches in length, and the hemorrhage is consequently terrific. 
Nothing could save such a patient but hysterectomy, and by the 
time the diagnosis is made all chance of an operation as grave as 
hysterectomy proving successful would be gone. All the specimens 
I have seen are identical in this respect, and it is very fortunate 
that a variety in which we can do so little, and in which the 
consequences are so terrible, should be so rare. 

We may pass on, then, to the consideration of the other two 
varieties. I will dismiss the infundibuliform form by saying that 
it, too, is extremely rare. I only know of two well authenticated 
cases—I will not say on record—for such cases are generally 
recorded by gentlemen who have too little experience of the 
method to be followed, and of the points to be demonstrated in 
establishing these cases. For instance, Dr. Granville is quoted by 
Dr. Campbell as having proved ovarian pregnancy up to the hilt, 
and this gentleman actually quotes his pamphlet and plate as 
quite conclusive on the point. Now, Dr. Granville’s book is very 
rare, and it took me four or five years to get hold of a copy. 
When I did so, I found the description was absolutely incorrect ; 
there was nothing in the plate at all to represent either placental 
or foetal tissues, and the text was as follows:-—‘Fhat Dr. Granville 
was assured by Sir James Clark that, thirty years before, he had 
seen a foetus hanging free in the cavity.” I have seen the speci- 
men, but can make nothing of it. When the specimen is in a 
museum, properly put up——you can go back a century as is the 
case with the specimens so admirably put up, and described by 
Hunter, but not otherwise. Therefore, I say that there are only 
three such specimens. It would matter very little, however, if 
there were more ; it would only be a pathological curiosity. The 
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bearings of this variety are precisely the same as that now to be 
spoken of, viz., pregnancy in the middle part of the tube. Let me 
now remind you of the structure of the fallopian tube, for this is 
a factor of the very greatest importance. Inside, there is a lining 
of mucous membrane covered with ciliated epithelium, and outside 
is the peritoneal investment. Between them are two clearly defined 
layers of muscular fibres, longitudinal and circular. The mucous 
surface is of importance, because its denudation, according to our 
views, is the primary cause of the misplacement. The muscular 
coat has probably some peristaltic action for the purpose of assisting 
the ovum and fluids down the tube. Of all the layers, however, 
the peritoneal is of the greatest importance, because it is, according 
to the way in which this layer behaves, or rather according to the 
way in which it is treated, that the ultimate issue of these cases 
depends. Let me call your attention to this diagram; the two 








DIAGRAM © THE TWO VARIERMESMOF TUBAL RUPTURE. 


1. Into the broad ligament. (Right hand Fig.) 
2. Into the peritoneum. (Left hand Fig.) 





a. Blood clot from rupture, opposite placenta; b. Muscular wall of tube; c. Broad ligament. 





folds on the top are supposed to represent the meso-salpinx running 
off from the flexure of the tube. The ovum, to start again from 
the point of its growth, goes on developing, and though it is true 
that the Fallopian tube is capable of a certain, amount of disten- 
sion, this is sharply limited, but provided the walls are not damaged, 
the tube is probably capable of the same amount of distension as 
the gall or the urinary bladder. Peasley narrates a case in which 
the Fallopian tube was dilated to such an extent, that it held 
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thirty pounds of fluid. I have, myself, seen it holding from 13 to 
14 ounces of fluid. On the walls of the tube, however, becomes 
developed an organ which weakens them. ‘The formation of large 
venous sinuses on the site of implantation of the placenta diminishes 
the ability of the tube to resist distension, and it tears. This coin- 
cides with the formation of the “cake” of the placenta. The 
rupture always takes place before the limit of the formation of 
this placental cake, and the time of the rupture is therefore limited 
to the twelfth week, Now, the rupture may take place in one or 
two directions ; the placental cake may have formed upon the site 
where the layers of peritoneum meet, or it may form on the other 
hand, upon some part of the wall which is surrounded by peri- 
toneum. In the first instance, the rupture takes place into the 
broad ligament, if the latter, into the peritoneal cavity. Although 
I have been preaching this point for the last twelve years, I have 
failed to get many of my professional brethren to see what an 
enormous difference this makes to the subsequent progress of the 
case. It means that if this hemorrhage takes place into the peri- 
toneal cavity, it is practically uncontrolled. If you puta bleeding 
vessel under water, you remove one of nature’s great heemostatics, 
viz., coagulation. Again, if bleeding goes on into a confined space, 
which is capable of only limited distension, especially if that space 
be filled by something that is capable of inducing coagulation, such 
as irregularly distributed fibres, you have strong natural means of 
arresting hemorrhage. If, on the other hand, the cavity be in- 
definite in its capacity, there is a corresponding absence of the 
causes of coagulation. You have there an explanation of the 
different endings of these cases. In rupture into the peritonium, 
the bleeding practically goes on unchecked. Everyone knows 
how, if a vessel has not been properly tied, or if a ligature has 
slipped after ovariotomy, there are no means of checking the 
hemorrhage, because the blood does not properly coagulate, and a 
little vessel from an omental adhesion, which would not be of the 
slightest consequence in an amputation, would be sufficient to 
cause death after an ovariotomy. You have thus in the one case 
every possible condition favourable to continuation of the hoemor- 
rhage, while in the other you have all the conditions favourable to 
its arrest, hence the latter is rarely fatal. Here, then, we have a 
great natural difference between these two varieties of tubal preg- 
nancy. One has no natural tendencies to cure, and the other has 
them all. In the one case you have to do with a patient who will 
die inevitably unless you interfere, in the other you have a condi- 
tion which you may safely leave alone. Now, as to the diagnostic 
differences between the two. It is very simple if you think for a 
moment what the relations of the broad ligament are. Curiously 
enough, a few weeks ago, there was published a case by Dr. 
Thomas, of Leicester, which is a model of first-rate clinical observa- 
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tion. He, however, had not the light that I have endeavoured to 
shed. It was a case of extra-uterine gestation, followed by recovery. 
Had he been conversant with what I have just been talking about, 
he would have better understood the significance of the case he 
was putting on record. Within forty-eight hours [ had another 
case, which I will narrate shortly, as an excellent example of the 
other class where death would have resulted in another day. 

You have then to recognise two different varieties, one of intra- 
and the other of extra-peritoneal hemorrhage. Now, intra- 
peritoneal hemorrhage may arise from various causes, such as 
from injury or imperfectly checked bleeding after operation. 
Excluding such causes, however, and speaking from my own 
experience as a eynecologist, it has only one origin, and that is 
ruptured tubal pregnancy. Mark you, I do not say that there 
are not other causes, but I have never met with them ; and, to 
my mind, for all practical purposes, intra-peritoneal heematocele 
and ruptured tubal pregnancy are one and the same thing. And, 
now, what are the symptoms and physical signs? Concerning 
intra-peritoneal hemorrhage | may say hardly anything at all. 
You palpate gently and you have obscure fluctuation, very diffi- 
cult to make out, even when the amount of effused blood is large. 
Percussion gives nothing very remarkable. You get. dulness here 
and resonance there, but nothing to indicate categorically what is 
the precise condition. Vaginally you feel an indistinct boggy 
swelling in Douglas pouch, but there is nothing very clear about 
that either, and the relations of the pouch are practically un- 
altered. In the extra- peritoneal variety there may be fifty 
different causes, such as sudden arrest of menstruation by chill, &e. ; 
but by far the worst cases I have seen of this kind have been 
caused by tubal pregnancy bursting into the broad ligament. 
Here the signs are positive. In the first place, you have a smooth 
rounded tense tumour in the pelvic region, sometimes reaching 
almost, if not quite, up to the umbilicus. This is the broad 
ligament, dissected upwards, and distended by the effused blood. 
There is distinct fluctuation. On examination of the pelvis, you 
have a condition which is absolutely distinctive, viz., the whole of 
the roof of the pelvis is fixed, and coming down from each side of 
the uterus you have processes of induration extending. You have 
a more or less flat-topped roof, with pillars, so to speak, down 
each side, indicating the burrowing of the blood along the pelvic 
fascia. ‘Then there is another condition almost certain to occur if 
the case be a severe one, viz., stricture of the rectum, of which I 
had a well-marked case yesterday. it is only necessary to reflect 
on the fact that the broad ligament comes off from the uterus, 
_and it gradually opens one fold on either side of the rectum. If 
the broad ligament is ploughed up by blood, one of the roads will 
be on to the front of the rectum and around it, and consequently 
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you get an annular stricture of the rectum, which will not dis- 
appear for many months. 

Now let us go back to the history, first, the period of sterility ; 
then the suspicion of pregnancy. The patient thinks she 1s preg- 
nant. There may be irregular discharges; sometimes profuse 
menorrhagia, but not often a clear history suggesting pregnancy. 
If, however, you have the acute condition to deal with, what you 
want to know is whether the blood is inside or outside the perito- 
neum. This you can determine on the data I have given you, 
If the symptoms are negative, then the hemorrhage is inside the 
peritoneum ; if otherwise, then outside. That is, in the broad 
ligament. I think now you will be enabled to understand why 
one gets anery that men should constantly be telling you that you 
are urging them to open «an extra-uterine heematocele. I do 
nothing of the kind, except in one particular case, viz, when the 
distension of the broad ligament is such that rupture has taken 
place into the peritoneum. Here the conditions are the same as 
in intra-peritoneal hzemorrhage. I have never seen such a case, 
but if I had I should have treated it as if it were a primary 
rupture of the tube into the peritoneum. 

Now let me discuss the conditions of the second variety, when 
rupture has taken place into the cavity of the broad ligament. 
These are most easily diagnosed and easily disposed of. In the 
act of rupture the ovum is usually destroyed. The case then 
resolves itself into one of simple broad hgament heematocele, which 
is to be left severely alone. It will be absorbed, but the con- 
valescence will be long. I strongly advise you to leave these 
cases alone. Many a man has bitterly regretted having tapped 
them, because by lessening the pressure you lessen the hemostatic 
effect of the pressure, and the cyst will refill, and the woman will 
die as surely from loss of blood as if the hemorrhage had taken 
place into the peritoneum. The cases that go wrong are those 
that are injudiciously interfered with. If the blood is absorbed, 
then there is an end of the matter. Sometimes, however, perhaps 
one in ten of the cases the ovum is not killed, the hemorrhage 
being smaller ; then it goes on developing into a series of conditions 
which I will briefly run over. It may go on to the fourth or fifth 
month and then die. This is a very common ending of the broad 
ligament pregnancy. When it dies it may still be absorbed, or 
it may suppurate, and then you get those extraordinary cases or 
_ abscess bursting into the bladder or rectum, or presenting at the 
umbilicus with the discharge of foetal bones. These cases prove 
clearly enough where the fetus has been. If you look up your 
anatomy you will see that the places from which ‘the dischar ge will 
take place are those of election, in cases of abscess of the “broad 
ligament from any cause. Its cavity is in immediate relation to 
the anterior wall of the rectum, and therefore the history of the 
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cases is full of instances of discharge of the foetal bones per rectum, 
and less commonly, into the bladder. Then, again, the footus may 
not die, but may go on to full time, distending the peritoneum, 
and it is extraordinary to what an extent this “distension can be 
carried. Here is a diagram taken from a frozen specimen, in 
which the whole peritoneum is lifted off the anterior wall of the 
uterus and the posterior wall of the bladder, and then left coming 
down about half way between the umbilicus and the pubes. The 
whole of the foetus in such cases is extra-uterine. There is nothing 
inside the peritoneum proving thit the view I took many years ago 
was the correct one, viz., that these full time ectopic pregnancies 
were extra-peritoneal This may seem absurd, but Dr. Berry Hart’s 
specimen proves it beyond the shadow of a doubt. One of his 
actual sections is before you, in order that you may have visible 
evidence of the accuracy of the views I initiated. Now what must 
be done if the case goes on to full time? The only course open to 
you is to operate, and remove a living child. The older treatment 
was to give doses of morphia, or use electricity, to kill the child. 
It must, however, occur to all of you, that when the child is killed 
by nature, they are not pleasant things to deal with after all when 
suppuration takes place in the dead ovum, and it may go on for 
years. Considering that we have now made five successful removals 
out of seven operations, [ think that the moral responsibility 
invelved in condemning the child to death is very great. I do not 
pretend to be any better—morally—than my fell. ws, but I would 
not go out of my way to kill a child that has every right to live, 
and every chance of livine, if only we will operate. You should 
remember, too, that these ectopic children are probably the only 
children these women have. As to the idea that they are usually 
deformed, I can only say that | have three of them growing up 
around me, and they are all healthy and well formed in every 
respect. I have never countenanced the employment of electricity 
in these cases. We cannot be for ever experimenting with new 
methods of no great promise. 1 leave it to physicians and elec- 
tricians to see what they can do witli it, and when they are ina 
condition to show as good ysults as | can, then perhaps I may 
reconsider my position. Tam quite prepared to admit that if you 
can kill the foetus at an early period of its career by means of the 
electric current, or, indeed, in any way, then you may spare the 
woman the risks of rupture ; but the aifficulty is that only once in 
the course of my career have I ever seen a case of ectopic pregnancy 
prior to rupture. The first thing we know or hear of the case is 
that the wi man is lying on her back in great agony, and in a state 
of collapse. Of course if the electricians can “spot” the subjects 
of this abnormality as they walk along the street, well and good, 
but if they have to wait for the woman to come to them, and have 
to rely on the ordinary means of arriving at a diagnosis, then their 
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treatment will not have much of a show. Once the rupture has 
taken place, electricity has no footing at all. If the bleeding is 
into the peritoneum, no needle, electrical or other, will stop that, 
while if the bleeding is into the broad ligament, there is no need 
for it. After the seventh month the death of the foetus does not 
relieve the mother from the risks of an operation, bien au contraire, 
for the risks of suppuration which is sure to follow are enormous. 
If, on the other hand, you wait until full time, you will have every 
chance of removing a living child. 

We come now to the practical question, the most important 
point in the subject. You are called to a patient who is evidently 
dying from the effects of a ruptured tubal pregnancy. What are 
you todo? The course to pursue was indicated a hundred years 
avo, with the utmost precision, and is now embodied in an aphorism 
of surgical practice, viz., in case of hemorrhage get at the bleeding 
point and apply a ligature. The same rule applies here. We 
know that the source of the hemorrhage is in the broad ligament. 
You open the abdomen and you find it full of blood and clots. 
Do not at first trouble about the blood, but go straight for the 
broad ligament. Go to where a swelling is felt, pull it up and put 
on a ligature and your patient is saved. In order to sum up what 
I have to say, let me read the account of the last case in which I 
operated, only a short time since. On the morning of August 
20th, at one p.m., Dr. Nelson, of Birmingham, called upon me in 
reference to a young married woman, aged 26, whom he had seen 
that very morning. She complained of a sudden attack of violent 
pain in the lower part of the abdomen. She rapidly got worse, 
and when seen by him she was already in a condition of collapse. 
She was acutely anemic, and presented all the classic symptoms 
of abdominal hemorrhage. The one point in the history that 
gave clue to the case, was that she had gone six weeks over her 
time without menstruating. He made the diagnosis of ruptured 
tubal pregnancy, and I had little hesitation in agreeing with him. 
The patient was brought to the hospital as speedily as possible, 
and she was found to be absolutely pulseless. I opened the 
abdomen and, as one of the spectators afterwards said to us, the 
rush of blood was if I had opened a hydrant. Disregarding the 
blood and clots for the time being, I went straight for the fundus 
of the uterus, and in a moment discovered that a tubal pregnancy 
existed, and had ruptured, in the right Fallopian tube. I promptly 
ligatured it, and then proceeded to remove the blood and clots. I 
then closed the abdomen and left in a drainage tube. Not another 
drop of blood was lost, and the further progress of the case was as 
follows:— At 5 p.m. on the same day her temperature was 36° ¢., 
and no pulse could be felt except deep down in the neck. The 
pupils were widely dilated, and the only sign of life was some 
slight movement of the diaphragm. ‘The complexion was waxy 


1 


and yellow. By 11 p.m. the temperature had risen to 38° ¢c., but 
still no pulse was perceptible at the wrist. It was only 36 hours 
after the operation that it was possible to count the pulse. In Dr. 
Thomas’s case, the pregnancy r iptured outside the peritoneum, 
in this it was inside. The trouble in both cases was the same, but 
in one case the hemorrhage was limited by the hemostatic in- 
fluence of the broad ligament, while in my case there were none of 
nature’s efforts to arrest the hemorrhage, and in another hour it 
must infallibly have been fatal. The case was seen, and the oper- 
ation performed in the presence of Dr. Nelson, my assistant (Dr. 
Teichelmann), Dr. Ostrom, of New York, Dr. ‘Arthur J ohnstone, 
of Danville, Kentucky, an Dr. 0” Callaghan, of the city of Cee 

It constitutes my forty-seventh caae of the kind I have operated 
upon. Dr. Teichelmann made a careful examination of the pre- 
paration, and the rent in the tube is not more than a quarter of an 
inch long, the foetus not bemg more than the fourth week. It hes 
in situ in the membrane within the tube In conclusion, then, 
why should we let these women die? If we can remove from the 
list of catastrophes of our art, at least one such, I contend that it 
is an advance. This I maintain we have done. 


Dr. ARNISON said Professor Lawson Tait was universally known 
as a man who scorned to be tied by old tradition, or bound by 
the dictum of any master—as a man of daring originality in 
design and boldness and dexterity in execution, and as a sur geon 
whose success was almost without parallel. He moved a hearty 
vote of thanks to Mr. Tait for his lucid and instructive address. 


Professor PHiuipson seconded the resolut:on. He congratulated 
the Society upon the brilliant oration which they had been 
privileged to hear from the distinguished Professor of Gynzecology 
in Queen’s College, Birmingham, and expressed his opinion that 
the occasion would be memorable in the annals of the Society. 
The address was most able and well arranged, while the valuable 
information which was given respecting the pathology, diagnosis, 
and treatment of the condition, would prove of practical value to 
the members in their future practice. In the name of the 
members, he tendered to Professor Tait their very sincere thanks 
for his kindness in favouring them with the address. 

On the motion of Mr. MorGax, seconded by Dr. Mantuz, the 
thanks of the Society were accorded to the Council of the College 
of Medicine for permission to hold the meeting in the Library of 
the College. 

The meeting, which was attended by upwards of two hundred 
members of the profession, then concluded. 

In the evening, a banquet was held in the Assembly Rooms— 
the President in the chair. About a hundred and fifty gentlemen 
were present. 
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SESSION 1889-90. 


OCTOBER MEETING. 


Tue First Montuty Meerine of this Society was held in the 
Library of the Royal Infirmary, Newcastle-upon-Tyne, on the 
evening of Thursday, October 10th—Dr. Murphy (President) in 
the chair. 


The PRESIDENT said it was with regret that he had to intimate 
that Mr. Dodd, the Secretary, desired to resign his post.—It was 
agreed that the resignation be accepted, and that the committee 
be empowered to select a successor. 


On the motion of the PREsIDENT, seconded by Prof. O1iver, 
Professor Lawson Tait was elected an honorary member of the 
Society. | 


NEW MEMBERS ELECTED. 


V. H. Rutherford, B.A., M.B., Newcastle. 
G. B. Morgan, B.A., M.B., Sunderland. 
R. Crosby, M.B., South Shields. 

W. Murray Mackay, M.B., North Shields. 
Horace Paige, M.D., Gosforth. 

R. J. Burns, M.R.CS., Sunderland. 

T. G. Ainsley, M.D., Hartlepool. 

E. H. Gibbon, M.B., South Shields. 

F. W. Gibbon, L.R.C.S., Tyne Dock. 


NEW MEMBER PROPOSED. 
Duncan Robertson, M.B., Seghill. 
Dr. Limont (Secretary) reported that Mr. Clement Stephenson, 
an honorary member of the Socicty, had made another presenta- 


tion to the Library, viz., “The Annual Report of the Agricultural 
Department.” 


On the motion of Dr. Gipson, seconded by Dr. Drummonp, the 
thanks of the Society were accorded to Mr. Stephenson. 
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TRACHEOTOMY FOR CARCINOMA LARYNGIS. 


Dr. WittrAm Ropertson: This is the case reported in the 
“Transactions” for March, 1889. Since the operation, nine 
months ago, the patient has got about daily. The tube has 
never caused any serious trouble, and can be freely manipulated 
by the patient. The rubber tube was welcomed by the patient as 
decidedly less painful and more comfortable than the silver one ; 
but it requires to be provided with a guard, to prevent clothing 
coming too nearly in contact with the air-passage. Reference to 
the first report shews that this was a case of intrinsic cancer, 
beginning on the left vocal cord and working round circularly to 
the opposite band, the first indications being noticed in February, 
1887. In December, 1886, hoarseness was noticed by the patient. 
A year later, 1887, ulceration was freely established ; and now, 
three months ago, the third stage began, that of disintegration, 
with destruction of cartilage. <A sinus situated above the tracheo- 
tomy tube leads to these in every direction, and gives exit to pus 
and foetor. External glandular implication took place a few 
months ago. The larynx as a whole is greatly increased in size, 
principally in breadth, the thyroid and other cartilages being 
quite obscured in surrounding exudation. With the mirror nothing 
can be made out; the epiglottis is free frora disease. Beyond, 
nothing but discharge covering the glottis can be seen. Dysphagia 
has developed during last three months. 


CASE OF DIABETES INSIPIDUS. 


Dr. Drummond shewed a man snffering from polyuria, and 
stated his case as follows :—Patient was a striker, 42 years of 
age. Some six months previously he was injured by a fellow- 
workman, who seized him by the throat in a quarrel. For some 
days he complained of pain in the neck and bleeding from the 
nose and mouth. Since then he lost his appetite, and became 
weak and nervous. Five weeks before he came under operation 
thirst became a prominent symptom, and, at the same time, he 
observed that he was passing a very large amount of urine. On 
admission to the Royal Infirmary it was remarked that he was 
excessively nervous. His appetite was bad, and he was decidedly 
thin. He passed about 15 or 16 pints of clear, colourless water 
in the 24 hours, having a specific gravity of 1002 or 1003. <A 
sample was sent to Dr. Bedson for analysis, who reported as 
follows :— 

Urine light coloured. Specific gravity, 1002. Reaction slightly 
alkaline. Salts, 0°82 grains per ounce. Chlorine equal to 0°45 
grains of sodium chloride. Urea, 2°4 grains per ounce. ‘The urine 
was examined for Inosite as follows:—A given volume was first 
treated with lead acetate, and, after filtration, to the filtrate was 
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added basic lead acetate. The precipitate obtained on addition of 
the basic acetate was decomposed with sulphuretted hydrogen, 
and the solution, from which lead sulphide had been removed, 
was, after concentrating, treated with absolute alcohol, and yielded 
a crystalline precipitate. The crystals so obtained exhibited the 
forms characteristic of Inosite. 

The pulse was generally slow, and averaged about 64. 

The case was obviously a good example of diabetes insipidus, 
due, in his (Dr. Drummond’s) opinion, to some lesion of the vagus 
trunk, the result probably of injury. The patient was improving 
slowly. Bromide of potassium and valerian were ordered. He 
believed the latter to be particularly beneficial in such cases. 


Dr. Outver: Dr. Drummond’s case reminds me of one which I 
had under my care a few years ago—that of a man aged from 40 
to 50, who fell from a beam in a ship, injuring his head. He was 
rendered insensible by the injury, and for several days remained in 
this condition. On recovering consciousness —in the Walker 
Hospital, whither he had been taken from the shipyard—he asked 
for water, which he drank very greedily. From that moment he 
suffered from polydypsia and polyuria—in other words, diabetes 
insipidus. When he came under my care he was passing on an 
average 16 to 20 pints of urine daily; it was extremely limpid, 
and had a specific gravity of 1001 to 1003. There was very 
marked double optic atrophy and great dimness of vision. Under 
treatment patient quite recovered. The urine fell to four pints 
daily, and its specific gravity correspondingly rose. What I found 
of the greatest benefit in his case was valerianate of zinc, in 15 
grain doses three times a day. ‘These cases, however, are rare. 
I believe that I-have only seen three or four in this Infirmary 
within the last ten years. Dr. Drummond’s view as to the 
pathology of the disease is, J think, the correct one. Diabetes 
insipidus has been met with in cases where a tumour has 
pressed upon the pneumogastric in its course down the neck or 
through the chest; or, again, where disease has been present at 
its origin in the fourth ventricle. How it does so we cannot 
positively say. That the throttling has disturbed the functions 
of the vagus in Dr. Drummond’s case is clearly shewn by the very 
slow action of the heart which is present in a man of such a 
nervous disposition, in whom we ought to have exalted cardiac 
action. 


Dr. Mantis: I should like to ask Dr. Drummond how long ago 
it is since the patient met with his accident? I remember a case 
very well, where a man fell down a ship’s bol?, which resulted in 
an attack of diabetes insipidus, which passed off, however, in about 
eight or nine weeks. I believe that it is the general experience 
for these cases occurring after mjury to recover. Referring to 
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the pathology of the disease, it is said the floor of the fourth 
ventricle was the spot at fault in this as well as in diabetes mellitus. 
It is said that a point just above that affected in diabetes mellitus 
is affected in this the other form of the disease. It seems to me 
that, whatever the pathology of diabetes may be, thatthe two diseases 
are closely related ; and Sir William Roberts has found sugar in 
small quantities in some cases of diabetes insipidus. One point to 
remember in these cases, too, is the fact that some supposed 
cases of diabetes insipidus are nothing more nor less than cases of 
chronic kidney disease. I mean cases of cirrhotic kidney, where 
large quantities of urine are passed of a low specific gravity, and 
where by the ordinary tests no albumen is found. 


Dr. RepMonp asked whether Dr. Drummond had eliminated 
from his diagnosis the possibility of the case bemg an aggravated 
form of hysteria in the male—having regard to the fact (a) that 
female ‘“ hysterics” passed abnormally large quantities of limpid 
urine of low specific gravity, (6) that even in healthy men poly- 
uria is frequently induced by the nervous condition commonly 
referred to as “ funk ”’—e.g., students going up for examination— 
and we know that this case followed closely upon what may be 
termed an exaggerated condition of “ funk.” 

He remembered in June last having attended a man, aged 60, 
foreman in a works down the river, suffering from general nervous 
debility and deranged digestive functions. After about a fortnight 
he complained that he was passing very large quantities of water, 
having to get up several times at night. The quantity was 
estimated as about twe-and-a-half times the normal. It was clear 
and limpid—-almost neutral; specific gravity, 1006—sometimes 
lower ; no albumen and no sugar. The only cause that could be 
assigned for the polyuria was, that he was constantly fretting lest 
his health would break down altogether and he should lose his 
work. However, the polyuria disappeared as he got stronger, 
under the administration of ferri. perchlor , tinct. nux vomica, 
and magnes. sulph.. and he resumed work in the middle of July, 
and is still in good health. 


ABDOMINAL ANEURISM. 


Dr. Limont: Five months ago a beating appeared at the pit of 
this patient’s stomach. About three months ago he began to 
suffer from a feeling of choking on attempting to ‘drink anything, 
and from vomiting when sitting or walking, also from pain in the 
back; ©~On being examined by the medical officer, he was dis- 
charged from the army, in which he had been for 214 years. He 
is 40 years of age, had syphilis twelve years ago, a has also 
suffered from ague. 

When admitted patient was in a very weak condition, having, 
in fact, taken only a pint of milk in four ‘days. 
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There is, as you see, a promiucnce and marked pulsation at the 
left side of the epigastrium. Dulness extends up as far as the 
fourth left cartilage. The pulsation is expansile, and there is a 
distinct systolic bruit. The heart’s apex beat is in the fifth space 
in the nipple line. 

Perfect rest and gastric sedatives soon relieved the patient of 
his most distressing symptoms, and his general condition greatly 
improved. He was then treated, given iodide of potassium in 
large doses, but so far without good results as regards the size of 
the tumour. There is mitral regurgitation and aortic obstruction. 

Under the heading “Specimens,” I had another aneurism to 
shew, which was interesting taken with this one, the two being 
almost identical; but, unfortunately, [ cannot produce the speci- 
men to-night. 

I would point out the distressing symptoms and rapid.course 
of these aneurisms high up in the abdominal aorta; the other 
case lasted only five months; and, on the other hand, I have 
twice shewn to the Society enouhee old soldier with an aneurism 
at the lower part of the abdominal aorta, which has been present 
for six or seven years. He is still in good condition, and able to 
get about without discomfort. 


Dr. A. E. Morison: The case is of special interest to me, as I 
have at present under my care a case of abdominal aneurism in 
the same position as Dr. Limont’s case. The patient, et. 56, has 
been complaining of dyspeptic symptoms for a year, but “only 
three months ago did any signs of aneurism appear. He had 
severe pain and constant vomiting. Within the last month the 
sickness and pain have disappeared; but he is getting rapidly 
thinner, although his appetite is as good as ever it was. This I 
attribute to pressure on the thoracic duct. He Dr. Limont’s case 
of aneurism in the neck, I hope to shew next month a specimen of 
aneurism in the neck that ruptured. 


ANEURISM IN NECK. 


Dr. Livont: This man (R. W.) is 45 years of age, at present a 
porter, but previously a soldier for 14 years. Has suffered from 
ague, dengue fever, and dysentery, but there is no history of 
syphilis. 

For some considerable time he has had difficulty in raising his 
right arm, and three months ago had throbbing pain in the 
shoulder. During this attack ‘the aneurism, which is easily 
visible, was first noticed. The aneurism is about the size of a wal- 
nut, and is situated on the right carotid, about half-an-inch above 
the sterno-clavicular joint The poimt upon which I should like 
the opinion of the members is whether the innominate and aorta 
are affected. On passing the fingers down along the course of the 
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artery, I think I can make out that the mnominate is affected. 
When patient was admitted there was diffused pulsation behind the 
upper part of the sternum, which [ took to mean that the aorta 
was dilated. But it is difiicult—if it is possible—to make sure, 
and I should like to have an expression of opinion both as regards 
the state of the arteries and the propriety of any operative 
interference. 


CEREBRAL TUMOUR— TREPHINING FOLLOWED BY MARKED 
RELIEF OF SYMPTOMS. 


Dr. Limont: This woman (E. M.), aged 32, was admitted to 
the Infirmary in an unconscious condition on September 25th. 

Fortunately for our understanding of the case, she had been 
under the care of Mr. Black, who furnished me with notes of the 
case, and who will, I hope, give us to-night particulars of the 
early symptoms. : | 

Patient was confined of her eighth child four months before her 
admission to hospital. The earliest symptom pointing to a 
cerebral affection was left-sided headache during the pregnancy. 
On the fourteenth day after the confinement, without any 
premonitory symptoms, she had a fit ; for seven hours afterwards 
she was insensible, and during that time had six fits. During the 
fits both arms were moved, but the right more than the left; the 
head was turned to the left. She remained in bed two days, and 
then went about as usual, the only thing noticed being irritability 
of temper. About a month after the labour the headache in the 
left side of the head became very severe ; the pain was paroxysmal, 
coming on generally at midnight and lasting an hour; then 
returning at 4 a.m. and lasting till ll am. Relief was obtained 
only by getting some one to press the head between the hands. 

Since about the time the headache began she has complained of 
“numbness” in the right arm and leg, the arm being first 
affected ; also of loss of power in the arm and leg. 

For 14 days before admission there was vomiting, and for 10 
days she had complained of affection of sight, sometimes saying 
she was quite blind. 

There was no history of injury, of earache, or discharge from 
the ear. 

Speech had also been affected. 

Condition on Admission.—Is unconscious ; cannet be roused to 
answer or put out her tongue; is pale and somewhat emaciated. 
Temperature, 99° Fahr. Pulse, 61; small, regular. Pupils are 
slightly dilated and fixed. Very marked neuritis in the left eye ; 
much less marked in right. The right arm is limper than the left, 
but is not perfectly so. Knee-jerk present, and equal on the two 
sides. Urine: specific gravity, 1030; no sugar or albumen. No 
purulent discharge from ears. 
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I was led to diagnose cerebral tumour from :-— 

(1.) The history of intense localised headache and of vomiting, 
and of an affection of speech. ; 

(2.) The presence of double optic neuritis, and of paralysis of 
the right arm. 

(3.) No history or indication of any cause likely to give rise 
to abscess and absence of distinct febrile symptoms. 

From the distribution of the paralysis the lesion was regarded 
as situate in the convolutions at lower end and on each side of the 
fissure of Rolando. 

I therefore felt justified mm asking Mr. Page to see the case, 
with the object of trephining. Mr. Page agreed with me, and 
operated next day, September 26th. 

After the head had been shaved-and washed with antiseptics, I 
proceeded to mark out the situation of the lesion. In doing so, 
Professor Thane’s method of indicating the fissure of Sylvius was 
employed, viz. :— 

Upper End of Fissure.—-Measure the distance along the middle 
line from the root of the nose to the occipital protuberance, and 
find the middle point of this distance; half-an-inch behind this 
point is the upper extremity of the fissure of Rolando. 

The issure Ltself.—By means of a suitable instrument, draw a 
line downwards and forwards, forming with the mid line an angle 
o£ 67°. 

Lower Extremity of Fissure is on this line 3% inches from upper 
extremity. 

A semi-lunar incision was made, and the trephine placed over a 
spot corresponding to the lower part of the fissure. When the 
dura mater was exposed it did not pulsate, and on dividing it a 
substance of a darker red than brain substance bulged out. Some 
of this material, stained with picro-carmine, and placed under the 
microscope, shewed a number of small round cells, apparently 
sarcomatous. A second piece of bone was removed, and a con- 
siderable amount of the growth removed, but no definite limit 
could be found to it, and it was not thought advisable to proceed 
further. 

On recovering from chloroform the patient, who had been 
insensible for several days, was quite conscious, talked to her 
friends, and asked for food. The first day after the operation she 
answered questions, but with a slight indistinctness of speech. On 
the second day after the operation she could move the right arm and 
leg as directed, and there was fair strength in the grasp of the right 
hand. On October Ist it was noted that the neuritis in the left eye 
was much less marked than before the operation. On October 7th 
the movements of the right arm were feebler and the defect in 
speech more marked ; she could not recall words she wished to 
use, and gave inappropriate answers to questions. On this day it 


28 


was observed also that the bulging beneath the scalp, which had 
been present since the second day of the operation, was getting 
more marked, and that there was a projection of what appeared to 
be new growth in the line of incision. 

It is now fourteen days since the operation, and the patient, 
who was then perfectly unconscious and paralysed on one side, 
is able to be down here and demonstrate her recovery of speech 
and motion. 

We shall probably see more of this case at a future meeting ; 
but I think the result, so far, has perfectly justified our procedure. 


Mr. Brack: This woman came under my care on June 6th. When 
I saw her she was in convulsions ; she had several successive attacks, 
which were localised on the right side. The convulsion began in the 
right thumb, extended up the right arm and right side of the face, 
then the right leg, and subsequently became general. I gave hera 
hypodermic injection of half a grain of morphia ; she fell into sleep, 
and the convulsive movements ceased. She left her bed three or 
four days afterwards, apparently well. As time went on she 
developed right-sided paralysis, optic neuritis most marked in the 
left eye, and aphasia. It was evident that there was a lesion 
affecting the motor area for the arm and hand in the left hemis- 
phere. She became comatose, and having no convenience at home 
for operation, was sent into hospital, under Dr. Limont, to be 
trephined. ‘The result is now seen. 


Drs. DRUMMonD and Gowans spoke on the case. 


CASE OF ‘‘ CEREBRAL BIRTH PALSY.” 


Dr. OLivErR, in exhibiting a boy, aged 11, drew the attention of 
the members to the paretic and rigid condition of the left arm and 
leg, and also to the fact that there was slight facial hemiatrophy. 
On making the boy walk up and down the room, it was noticed 
that he held the left arm in a bent, rigid position, and that the 
wrist was also bent, the fingers dipping into the palm of the 
hand. The leg did not move properly; the boy walked, on his 
left foot, tiptoe, there being very marked drawing up of the Tendo 
Achilles, as in talipes equinus. The arm and leg weve the seat of 
Spontaneous movements, as in chorea, and there was excessive 
knee-jerk present in both sides. Now, the history of the case is 
interesting, and for this we must go back to his birth. From his 
mother we learn that the birth was a difficult one, and that he 
was born by means of the instruments. At the present time 
there is a very deep mark on the left brow, not unlike that which 
might be caused by a blade of the forceps; but how far this 
condition has had any connection with such a cause I am not 
prepared to say ; nor even as to how far the use of the forceps in- 
this case has caused the semi-paralysis, now present, do I venture 
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an opinion. What we know is this, that almost immediately after 
birth this boy had a few convulsions ; and as time wore on and the 
time approached when he ought to have walked, it was noticed 
that the left arm and leg were more or less powerless. There has 
been no tendency to anything like a progressive increase of the 
paralysis, but the rigidity is very marked. With such a history as 
I have given—the facial hemiatrophy, incomplete left hemiplegia, 
rigidity, and increased knee-jerk—TI regard a cerebral lesion as the 
cause of all; and I[ regard parturition as the period at which the 
lesion was developed. The birth was a difficult one, and the 
forceps had to be used ; great compression of the skull therefore 
occurred, and hemorrhage under the dura mater in all probability 
took place. I have made two or three post-mortems on children 
who have died soon after birth, and I have in them found larve 
heemorrhages on the surface of the brain and upon the cerebellum. 
Now, suppose those children had lived, part or whole of the blood 
would have been absorbed ; but if the absorption had been incom- 
plete, the cortical centres under the hemorrhagic patch would not 
have been developed properly, and the result would have been 
what we have here—incomplete movement of arm and leg. I do 
not altogether accept the teaching of the American author, 
MeNutt, on this point; that if the presentation of the child in 
the birth is a normal one that the severe pressure the cranium 
is subjected to will cause hemorrhage at the base of the brain ; 
and that, on the other hand, if it is a “breech” presentation, 
that the hemorrhage will be at the vertex. Nor do I altogether 
say that the hemorrhage is due to the pressure at the birth, as in 
one of the cases [ have alluded to the child was born very quickly, 
before the arrival of the doctor, and yet there were several 
heemorrhages on its brain. I think we can easily separate these 
cases of birth palsy from those of infantile progressive muscular 
atrophy, in which the extremities are always cold, the limbs 
flaccid, and the knee-jerk absent. 


Dr. RepMonD, as a general practitioner who had a large ex- 
perience of operative midwifery, deprecated the conclusion that 
the lesion, though a ‘ post hoc” to an instrumental delivery, was 
necessarily a ‘“‘propter hoc.” Had frequently seen instances 
where more or less injury to soft parts of footal head were caused 
even by the most careful and judicious use of forceps under 
chloroform, but yet no after ill effects were observed. Again, 
much greater and relatively more long-continued pressure was 
caused in those cases, especially of primaparee, attended by mid- 
wives, where the head is moulded and elongated in a most 
incredible manner—the very class of cases where the use of 
chloroform and the forceps is indicated, and would have saved the 
patients hours of agony and useless expenditure of strength—any 
after ill effects are rarely observed. Effusions wnder the scalp are, 
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of course, common enough even in non-instrumental cases, but 
they are as a rule absorbed, and no ill effect follows. 

Presuming the lesion in question to be due to intra-cranial 
hemorrhage at or about the time of birth, might it not more 
fairly be referred to some congenital disease of the blood vessels— 
most probably of a syphilitic origin ? 


Dr. Gibson expressed an opinion that in the case presented to 
the meeting the paralysis was not altogether the result of pressure 
from extravasated blood within the cranium. There e appeared to 
be present, in addition, localised spinal disease; perhaps some 
chronic form of polio-myelitis. 


Dr. A. E. Morison: If Dr. Oliver’s explanation be correct, viz., 
that the palsy is due to a hemorrhage outside or under the dura 
mater over the motor areas, would trephining not be indicated as 
soon as the paralysis was discovered ? 


Dr. Mantite: I am very much inclined to think that congenital 
syphilis is answerable for many of these cases. We know that the 
vessels can become affected in this form of syphilis as well as in 
acquired syphilis. Dr. Thomas Bar:ow, of University College 
Hospital, has published an interesting case of paralysis in an 
infant, in which the vessels were found diseased. 


The PresipEeNT, Drs. DrRumMMonD, GabLoway, and Gowans also 
spoke on the case. . 


Dr. Otiver, in reply, said: I cannot understand why Dr. Gibson 
should regard this as a spinal and not a cerebral form of paralysis. 
The facial hemiatrophy, the rigidity of arm and leg, and the in- 
creased knee-jerk are all in favour of a cerebral rather than a 
spinal lesion. 


COAL MINERS PHTHISIS. 


Dr. Limont: These are the lungs of a coal miner who died, at 
the age of 45, of what you will see is a tubercular phthisis. 

There was no family history of phthisis. Patient had been a 
coal miner all his life, but the only record obtained about his 
place of work was that for the last five or six years he had worked 
at Wingate Colliery, county Durham. His only previous illness 
was inflammation of the lungs, twelve years ago; for several 
years he had had cough, especially in winter. 

When admitted patient complained only of stomach symptoms 
and diarrhoea. Patient was in hospital for three months before 
his death, and had for the greater part of the time scarcely any 
lung symptoms. Cough very slight, and mostly without ex- 
pectoration. The temperature at first varied between 98° and 


100°, and even during the last fortnight was only from 98 to 
102: 5° Fahr, 
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The pulmonary physical signs were not marked. There was some 
flattening, deficient expansion, moist sounds and impaired resonance 
on percussion, but no dulness nor tubular breathing. 

I regarded the case as one of phthisis, and explained the absence 
of cough by excessive and persistent diarrhea. Towards the end, 
when expectoration became like ink, we felt justified in calling it 
coal miner’s phthisis. 

The patient died of exhaustion, caused by excessive diarrheea. 

The lungs, when removed by breaking down bands vf fibrous 
tissue, were found to be heavier than normal—the right being 
34? oz. and the left 39 oz. The surface of the lung is very dark. 
The anterior parts feel soft, ike emphysematous lung, but have 
hard localised nodules in them. The posterior parts feel firmer 
than normal. On section the posterior parts and apices are firm 
and tough. At the posterior part of the apices, especially in the 
left, are numerous small irregular-walled cavities, none larger 
than a pigeon’s egg; the tissue around these is dense and firm. 
On looking at a freshly-cut surface, the lung is seen to be mottled 
black and white, so as to present the appearance of black Aber- 
deen granite. 

The microscopic sections shewn in the next room display an 
immense increase of fibrous tissue, almost all trace of alveoli being 
gone ; there is copious deposit of black pigment. Here and there 
amidst the fibrous tissue are spots staining yellow with ‘picro- 
carmine, evidently parts caseating from defective blood supply. 
At other parts very distinct lymphoid tissue can be seen. 

Both the surface of the liver and its interior shewed numerous 
small tubercles, and the sections under the microscope shew many 
tubercle follicles, the giant cells and lymphoid tissue being well 
shewn, 

The cecum and lower part of ascending colon had their walls 
much thickened, congested, and ulcerated. 

The specimens are interesting, not only because they display 
very well the pathological changes, but also on account of the 
rarity of the disease in this hospital. This is the first specimen I 
have seen here, and I believe that only two others have been seen 
in the post-mortem room within the last ten or twelve years. 


The PrestpENT shewed the uterine appendages removed from a 
patient at Sunderland, by Mr. Lawson Tait, a few days previously. 


Mr. WILLIAMSON and Dr. BENINGTON made remarks on the case. 


EPITHELIOMA OF TONGUE. 


The PresipentT shewed a tongue which he had removed for 
epithelioma. In December, 1887, the patient was shewn to the 
Society suffering from leukoplakia. Epithelioma afterwards de- 
veloped, and after some time the patient submitted to have it 
removed, 
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REMARKS ON GYNAICOLOGICAL WORK. 


By R. CREWDSON BENINGTON, M.B., &c.,; Fell. of Obst. and British 
Gynecological Society ; Member of Council of Br. Gy. Soc., 1886-7. 


It may seem strange (in this the nineteenth century) to bring 
such a paper as this before a Medical Society ; but I have lately 
met so many men who appear to ignore the importance of what 
may be called the minor diseases of women to such an extent, that 
I have been induced to bring the matter forward, with a view of 
elucidating the opinion of members on the subject. 

We have amongst us men who are far-famed for the treatment 
of the major cases, but for one case of ovarian tumour we meet 
with, we may, if we look for them, find hundreds of cases of minor 
importance as concerns life, but which, nevertheless, entail a life 
of misery to the unfortunate patient, and with which we can and 
ought to deal. 

I can safely say that, apart from obstetric cases, when I was in 
practice every third woman who applied to me was found, on 
questioning her, to suffer from some uterire trouble. Let us look 
at the subject from three standpoints :-— 


Ist. Our duty to our patients. 
2nd. Our duty to ourselves. : 
3rd. Our duty to the public at large ; and their duty to us. 


In the first place, [ think all will agree that our duty to our 
patient consists in bringing to bear such knowledge as experience 
may dictate, to enable us rightly to appreciate the cause of their 
complaint and to treat them successfully. Is it not, therefore, the 
duty of every medical man, before giving an opinion or attempting 
to treat a case of female disorder, to satisfy himself before he does 
so as to the healthy discharge of the uterine functions to the best 
of his abilities? To use an old simile, if a patient came complain- 
ing of pain round the fauces and hacking up of mucous, few men 
would prescribe a gargle or medicine without examining her 
throat ; and [ consider it as unfair to the patient and as immoral 
an action to treat a case of vaginal discharge and discomfort 
without due investigation as it would be to send the first-men- 
tioned patient away without examining her throat. When disease 
is in question, we should put aside feelings of mock modesty, and 
inquire into and treat disease of the venito- urinary tract with as 
much openness and candour as we w ould an ankle joint. . 

Secondly—Our duty to ourselves is to fathom the coudition of 
our patients, that we may be enabled to give an opinion and treat 
rightly the cases which come before us, so as to reflect credit to 
ourselves and the noble profession to which we belong. 
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To conduct an examination with advantage, a man must by his 
past experience be able not only to conduct the investigations, but 
be able to appreciate rightly the value of any slight deviations 
from the normal condition. 

Lastly.—We have to deal with the duty we owe to the public, 
and the duty of the public to us. 

I suppose the public have a right to expect. that we shail, in 
the words of Lord Chief Justice Tindall, “exercise a reasonably 
fair and competent dezree of skill” in our professional work. 

We have in our neighbourhood various noble institutions for 
giving medical assistance to the needy, in some of which doubtless 
much work is done in this department, but, with the exception of 
the women’s disease department of the Newcastle Lying-In 
Hospital, there is no special attention paid to this class of disease. 
Students as a body have not afforded them as yet the opportunity 
for such sufficient practical experience as may render an examina- 
tion of any value to them. I myself have been a student at a 
hospital where a man has the opportunity of examining fifty 
women in a day; and I put it to the members strongly, as I am 
sure I have found myself to be the truth: is not this the only 
way in which the necessary tactus eruditus can be acquired ? 
Such work as this can only be done by centralisation. There is a 
universal cry for education in these matters. A man attends 
twenty cases of midwifery, never perhaps examines a vagina unless 
in a state of advanced disease, how is he to attain that degree of 
delicacy of touch and dexterity of manipulation which are neces- 
sary for him to detect slight deviations from the normal? A man 
gets qualified and goes out into the world with his head full of 
obscure nervous diseases, cardiac murmurs, and interesting patho- 
logical curiosities—things he may meet with a few times in his 
life—but for one case of amyotrophic sclerosis or locomotor ataxia 
he will see in his practice, he will see hundreds of suffering 
women whom it is within his power to alleviate or cure; and I 
appeal to this great educational centre—-are the students here as 
well favoured even as students of other colleges of medicine ? 
have they the facilities afforded them of gaining such practical 
experience in these matters as may ensure their success in 
after life ? 

How many cases of what may be termed the minor diseases of 
women come for treatment in our various institutes 4 

The public institutes of Newcastle-upon-Tyne draw patients 
from Northumberland, Durham, and Cumberland, containing a 
population, according to the census of 1881, of 1,551,991. What 
a field for education, investigation, and research ! 

Some years ago a gynecological department was authorised by 
the committee of the Newcastle Infirmary, and in 1885 I see by 
their report that 210 women applied for relief at that department, 
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and that 167 cases were taken into that institute for treatment. 
It was closed, for reasons doubtless considered by those in 
authority as adequate, and what are the results :— 

Firstly.—The opening of the gynecological department at the 
Infirmary withdrew subscribers from the special department in 
connection with the Lying-In Hospital ; and I regret to say that 
those old subscribers, since the closing of the department, have 
never been brought back into the fold. 

Secondly..—A lamentable falling off of these cases in both in and 
out-patient departments of the Infirmary, at which institute only 
18 appear to have been seen amongst the out-patients, and 132, 
as against 167 in 1885, amongst the in-patients ; and now the 
pecuniary condition of the special department of the Lying-In 
Hospital is such, I am informed, that unless something be done, 
and that quickly, it will have to be closed. 

Out of the total number of gynecological cases seen in this 
district, the 150 seen at the dnfirmary are alone available for 
educational purposes. 

Comparisons are odious. I will only take one instance, that of 
the nearest educational centre to us, Leeds, and state that at the 
special department at the Infirmary there there are about 900 
fresh cases annually treated in the out-patient department, with a 
total attendance of 2,600, and 176 in-patients. At this one 
institute, therefore, they had 1,076 cases available for educational 
purposes, against our 150 last year. 

Now, let us look at it from a public point of view. I have said 
already that what may be termed our collecting area comprises a 
population of a million and a half, according to census of 1881. 
On the same authority, the population of the West Riding of 
Yorkshire is 2,175,314, of which one million is represented by the 
other large towns exclusive of Leeds. The population of Leeds 
was at that time 309,119, and I have it on the best authority 
that 750,000 represents fairly the population of Leeds and sur- 
roundizg neighbourhood at the present time; call it a million, 
that is giving a fair latitude. This leaves 175,000 for the 
surrounding population not included in the Parliamentary 
boroughs of such towns as Sheffield, with its Parliamentary 
population of 284,508; of Bradford, with its population of 
183,032 ; of Huddersfield, with its population of 87,157, and 
various other towns, all of which are supplied with medical 
charities, and in all of which such cases are treated—(if I had not 
confined myself to nearer home I might have had something more 
to say of Shefheld, with its Jessop Hospital for Women, with 376 
in-patients and 2,248 out-patients). Considering these facts, I 
think we are allowing full latitude when we place the collecting 
area for the Leeds district at one million; ours is a million and 
a half. 
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In their three main medical institutes they treated collectively 
2,110 new cases last year, against our 690. That is just three 
times as many ; or, to put it in other words, we ought to see 3,165 
instead of 630, or nearly five times as many as we do. 

In the face of these statistics I may fairly ask: How is it that 
one hears so little of disease of the reproductive organs in certain 
districts, and that they appear so plentiful in cthers? Are such 
cases as granular cervix, flexions, disease of the tubes, endometritis, 
dc. creatures of the imaginative powers of the physician, or are 
they stern realities? Are there any climatic influences in the 
neighbourhood which cause our women to be exempt from such 
complaints, or may the apparent want of attention to these 
matters account in any degree for the high death-rate of 
Newcastle? I think we must grant that such cases exist in like 
amount in every part of the country. Is there greater skill else- 
where, which, by its magnetic influence, irresistibly draws women 
te their institutes? Are not Abana and Pharpar, rivers of 
Damascus, better than all the waters of Israel? Am I not sur- 
rounded by surgeons and physicians of eminence and renown ? 

We must seek further for an explanation. It is apathy! 
Apathy on the part of the medical profession, engendered by 
success in byegone times ; and apathy on the part of the general 
public from want of knowledge, which knowledge it is our duty to 
impart ; and [ call upon this great College of Medicine, and upon 
the members of this Society, whom I have the honour to address, 
to awake from their lethargy, to rise to the exigencies of the age, 
and to bestir themselves ; and I look forward to a time, and that 
not far distant, when we shall have in our midst a gynecological 
department or institute second to none in the world. 

The points I wish to emphasize are these :—First, that acknow- 
ledging uterine ailments to exist, it is our duty never to shrink 
from making a vaginal examination when we consider it advisable ; 
and that, secondly, it is advisable in all cases of obscure pelvic 
pain, discharges per vaginam, derangements of the menstrual 
functions, dysmenorrhoea, and other cases presenting conditions 
which cannot be definitely diagnosed by eaternal manipulation, 
whether in married or single women, provided that the conditions 
cannot be traced to other causes. 

Thirdly.—-That in consequence of the lack of centralisation, 
many suffering women live a life of misery instead of receiving 
medical aid, and a great amount of material for education, 
research, and improvement is lost. 


Dr. Gipson remarked that at present the field for the clinical 
study of the diseases special to women was a very limited one ; 
but that, probably at an early period, more ample hospital pro- 
vision would be made, than has hitherto held in Newcastle, for the 
reception and treatment of such diseases. 
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Dr. J. A. Jackson: Dr. Benington has alluded to the fact 
that so few cases of diseases of women are available for examina- 
tion by the Neweastle student, and instanced the Leeds School, 
where the number of cases which pass through the hospitals is so 
much greater. I shall be pleased to hear from Dr. Benington that 
the Leeds students have the advantage of examining these cases, 
for at one school of medicine I can mention, where there is no lack 
of material, as many as forty cases passing through the dispensary 
in one day, what Dr. Benington has called ‘mock modesty” 
exists to such an extent among the teaching staff, that the 
students are not allowed, except by special leave, and then only 
for a stated time, to attend. In all the other departments of this 
dispensary, I may state, no such restrictions are imposed. It 
does not, therefore, follow that the number of cases available bear 
any proportion to the opportunities of the students. 


Dr. Avamson: I would suggest that Dr. Benington should 
have addressed this paper to the authorities of the Medical School 
rather than to this Society. The question is one of difficulty, and 
I submit the first thing is for the student to recognise the normal 
and healthy condition of the vagina and generative organs, and 
then a knowledge of departure from that condition, and the 
extent of it will soon follow. But that is the difficulty. How are 
we to get women in a state of health, without some real or 
fancied ailment, to submit to vaginal examinations by a number 
of students? The importance of the subject no one can doubt, 
and each member of this society would be glad if means could be 
found by which students would have opportunities of acquiring 
the necessary knowledge ; but I very much fear the attempt to 
carry out the suggestions of Dr. Benington would probably be 
followed by failure. — 


The Prestmpent, Drs. GaLLoway and Mantis, also made remarks 
on the paper, and Dr. Benington replied. 
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NOVEMBER MEETING. 


THE SecoND Montuiy MEETING of this Society was held in the 
Library of the Royal Infirmary, Newecastle-upon-Tyne, on the 
evening of Thursday, 14th November—Dr. Murphy (President) in 
the chair. 


NEW MEMBER ELECTED. 
Robertson, Duncan, M.B., C.M., Seghill. 


NEW MEMBERS PROPOSED. 


Howden, Robert, M.B., Newcastle. 

Manners, W. H., M.B., New Delaval, Blyth. 

Martin, A. A., L.R.C.S., North Shields. 

Pogson, J. W. B.. M.B., B.S., Durham County Hospital. 
Pratt, E. F., M.R.C.S., Gateshead. 


DECEMBER MEETING. 


The PresipentT moved, “That the December Meeting be held 
on the first Thursday (December 5th), so that the examiners of 
the College of Medicine might be present.” ‘This was seconded by 
Prof. PHimipson, who stated that the examiners would be Dr. - 
Sidney Coupland and Mr, Bellamy, and the proposal was agreed 
to. , 


EXCISION OF THE ELBOW. 


Mr. Page: It so happens, sir, that I have at the present time 
four cases of excision of the elbow in the wards. This youth was 
admitted suffering from acute necrosis of the left tibia and ulna. 
The whole of the tibia has been removed, and a considerable part 
of the lower portion of the ulna. The disease extended into the 
elbow joint, which has been excised with the result you see— 
perfect movement in every respect. 

This lad was admitted with strumous disease of the right 
elbow and of the tarsus, The elbow has been excised, and 
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the result leaves nothing to be desired. The foot has been 
removed at the ankle. Both lads can, as you see, lift a 
20lb. weight from the ground and place it upon the table’ 
The third case is a man of 40. He was admitted with a large 
secondary abscess in the right thigh, pus in the left knee joint, an 
enormous abscess in the left thigh, and pus in his left elbow, all 
the result of a bone-setter opening a small abscess with a dirty 
knife. After passing through a severe attack of pyzemia, he left 
the Infirmary with a stiff knee and elbow. <A few weeks ago the 
elbow was excised, and the result is very satisfactory. The fourth 
case is more recent still, and, though doing very well, is not quite 
ready to be shewn this evening. The cases illustrate what may 
be expected from excisions of the elbow, which, in my experience, is 
. far the most satisfactory of all the joint excisions. 

. ANDERSON: In connection with Dr. Page’s cases, I may re- 
on the members that all excisions of the elbow joint are not so 
successful, in giving flexible joints, as one case which was operated 
on in Newcastle Infirmary recently, under my care, shews angular 
anchylosis. This is in many cases as satisfactory as a flexible 
elbow. This patient has had an abscess at the seat of operation, 
the result of injury which I was afraid might indicate a return of 
the old disease, but it has fortunately proved only superficial and 
is now virtually cured. 


The PRESIDENT and Dr. Gowans also made remarks on the cases. 


LEUCOPLAKIA. 


Dr. Limont: In November, 1587, you, sir, shewed a case 
similar to this one, and expressed the opinion that such cases 
nearly always ended in epithelioma, and at our last meeting you 
shewed the tongue which you had removed after the development 
of that form of ‘malignancy. 

This man (R. B.) is aged 60. He is a labourer on the river. 
About eight eee ago “he noticed the change in his tongue, and 
it was then very much | as it is now. ‘The w hole dorsum is covered 
with an opaque white covering, which looks smooth, but is harsh 
and hard to the finger. There is an ulcer at the side of the 
tongue, and two other ulcers near the tip. 

With regard to the question of causation, there is no history 
nor indications of syphilis. He has been a temperate man, and 
has not suffered from dyspepsia. He has been, however, a heavy 
smoker for forty years ; his allowance of tobacco was about half-an- 
ounce of twist daily, and this enabled him to keep his pipe going 
almost all day. 

He has been treated for several months by Donovan’s solution 
internally and borax locally, but with little improvement. 

Lately he bas begun to complain of more pain in the tongue ; 
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the ulcer at the side has become deeper, and there has been a 
little hardness round it, which is suggestive of commencing 
epithelioma. 

Can any member suggest further medical treatment, or does 
the Society think the time has arrived for operative interference ? 


Dr. James DrumMmonp: Before proceeding to the extreme 
measure of excising the tongue in this case, I would suggest that 
Dr. Limont should have the decayed and jagged teeth removed 
from this patient, and try “pickling” the tongue in a weak solu- 
tion of perchloride of mercury, say I in 2,000. This treatment 
was recommended in the Lancet some time ago, and since I have 
adopted it [ have seen many cases suspiciously like epithelioma 
get well in a short time. Of course this looks as if the cases 
cured were syphilitic in origin, but the good effect is found in 
cases were no suspicion of syphilis was present, and in others where 
anti-syphilitic treatment seemed to have no effect. 

Dr. Squance: This case of Dr. Limont’s is a very interesting 
one, and is evidently caused by heavy smoking. As further 
changes take place and the tissues of the tongue contract, the 
thickened epithelium will be drawn down, and being exposed to 
more vascular conditions, will rapidly proliferate and result in 
epithelioma. A short time since [ had a case of leucoplakia in a 
lady under my care, which I treated with liq. arsenicalis and 
the local application of tincture of hydrastis canadensis, with the 
result that there was improvement. She has now left the north, 
and I have not heard of the subsequent progress of the disease. 


The Prestpent said: This case is of much interest to me, as I 
have seen six examples of it, all of which, with the exception of 
one still under observation, have ended in epithelioma; but I 
think our knowledge of the disease is not yet sufficient to go 
beyond the name under which I have shewn one patient and 
two drawings, and which Dr. Limont has followed, namely, 
Leucoplakia—a name first used by Schwimmer (Vierteljahresschr, 
f. Dermatol, u. Syph N.F., 1877, p. 5 11), although from its very 
frequent occurrence in smokers, there is much to support the 
name given it of plagues des fumeurs by Buzenet, who alludes to 
it in his thesis, published in Paris in 1858, on “Le Chanecre de la 
Bouche.” It has also been described by the names of plaques 
opalines, psoriasis, icthyosis, keratosis, tylosis, and leucoma. What 
we have here is a special and chronic fourm of superficial glossitis, 
unamenable, as far as my experience goes, to medicinal treatment, 
and ending, sooner or later, in the great majority of cases, if not 
in all, im epithelioma. 

I have satisfied myself that this disease is not caused by 
syphilis, not only from the literature on the subject, but from 
my personal observations, and from long-continued and thorough 
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trials of anti-syphilitic remedies; and T believe it is generally caused 
-by smoking, but also that it may be caused by other irritants, as 
the constant chewing of tobacco, the use of spices, and of raw 
‘whisky, &c. ; and an identical disease occasionally is found in the 
vulva, a marked example of which I have recently seen with my 
friend, Dr. Lambert, which also terminated in epithelioma. 

When the disease first appears, one finds small dark red spots 
on the dorsum of the tongue, of hyperzemic origin. These spots 
join one another and form patches, which have then become 
opaline or white, and present an appearance as if a stick of 
nitrate of silver had been rubbed over the surface of the tongue. 
In course of time, or sometimes from the first, a raised portion, or 
papilla, appears, and this is generally the starting-point of 
epithelioma. Under the microscope the papille beneath the 
plaques are at first hypertrophied and infiltrated with leucocytes, 
but afterwards atrophy or disappear altogether, and the layers 
underneath become sclerosed. 

As regards treatment, of course, all causes of irritation should be - 
removed, such as smoking, alcohol, carious teeth, &c., and some 
benefit may be obtained from an alkaline gargle. The following I 
often use as a mouth-wash, and it makes a very agreeable one :— 

B. Tinet. Myrrhe, 48s. 
Phenol. 3ss. 
Eau de Cologne, ad 3viij. 
Ft. Lotio. M. 

Sig.—A teaspoonful in a tumblerful of water, to be used as a 
mouth wash frequently. 

I have found no benefit from internal remedies, and the difficult 
question arises when excision should be performed, as the disease 
sometimes lasts for many years before undergoing malignant 
changes. Now, in Dr. Limont’s case, where these deep fissures 
exist, and where there is commencing induration round one of 
them, I would certainly recommend that the whole tongue be 
removed, and, as it is still in the pre-epitheliomatous stage, one 
might reasonably hope there would be no return of the disease. 

At the last meeting I shewed a tongue with the largest mass of 
epitheboma I have ever seen in that organ, which I had remeved 
last spring from a patient which I brought before the Society two 
years ago suffering from leucoplakia. J was very anxious to remove 
the tongue then, but he absolutely refused until the enormous 
mass I shewed you was developed. It was a difficult case in 
which to do Whitehead’s operation (which is the one I much 
prefer), owing to the smallness of the mouth and the large size of 
the growth, but he made a rapid and excellent recovery, as all my 
other cases have done; but, as frequently happens, the disease 
returned in the neck, and he died last week, a result which I 
believe would not have occurred had he allowed me to remove the 
tongue two years ago. 


{| 


Dr. Limont, in reply, said he was inclined to advise the patient 
to undergo operation. 


FALSE KELOID, FOLLOWING BURNS OF THE FACE. 


Mr. Lyon SmirH shewed a patient upon whom he had operated 
for false keloid occurring after burns of the face. Patient, a young 
married woman, had fallen against the bars of the grate, in a 
fainting fit. The right side of her face was badly scarred, although 
the burns were promptly dressed with antiseptic precautions. The 
resulting cicatrix at the end of three months became excessively 
painful, especially at night, when heated in bed. There had never 
been any exuberant granulations during the healing of the ulcers. 
Very numerous remedies were tried to relieve the intolerable 
neuralgic pains of which the patient complained, including bella- 
donna, cocaine hypodermically, camphor and chloral hydrate, 
menthol, &e., but very little relief was afforded. The new growth 
was at times very red, glistening, and swollen. The principal 
portion, extending in a line from the external auditory meatus 
forwards, was about two inches long, an inch broad, and raised 
about a quarter of an inch above the surrounding healthy skin, 
into which a number of fine lines radiated from the keloid. This 
portion: was carefully dissected up and removed, leaving an ex- 
tremely vascular bed upon which the graft, of similar size and 
shape, and taken from the front of the patient’s right arm, was 
stretched and secured by about thirty-five very fine silk sutures. 
The graft was first carefully denuded of all connective tissue, in 
the method adopted by Wolfe, of Glasgow. Fine slits were made 
in it to permit the escape of any exudation underneath. There 
was scarcely any suppuration. On the fourth day the graft was 
of a pale ashen grey colour, but all round its margin was a pinkish 
areola, and at one or two points union had already occurred. The 
sutures were removed a few days later. A very small portion of 
the graft near the centre, a piece about a quarter of an inch in 
length, sloughed. 

At the end of six weeks tactile sensibility had returned. Since 
the operation the patient has not had the slightest pain. 

Under the microscope the thin epidermal layer covering the 
keloid is found to consist of very small cells, crowded together. 
At one or two points, where the layer is much thicker, distinct 
papillee of closely packed cells dip down into the connective tissue 
which forms the bulk of the growth—presenting some resemblance, 
indeed, to the arrangement of an epithelioma. 

The rest of the growth consists of white fibrous tissue, arranged 
in large interlacing bands, and some elastic tissue. 


Dr. Cawppett (Boldon) asked Dr. Lyon Smith whether the 
flap marked out for transplantation was the exact size required 
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to fill up the space left after the removal of the keloid, or if some 
allowance for shrinkage was made ; and in the former case, did the 
tension cause sloughing of the central portion of the graft? 


Mr. Lyon Smiru, in reply, said the flap was cut the exact size of 
the wound, but it contracted after removal, and was considerably 
stretched in fitting it in. 


ANENCEPHALOUS F@TUS. 
Dr. Crisp showed a specimen of this malformation. 


Dr. JAMES DrumMmonp: It might be interesting to hear something 
of the history of the mother of this specimen. ‘The three previous 
children have all died a few weeks after birth from inanition; but 
none of them have hitherto been malformed. There is no specific 
history ; but the mother is very anemic and has mitral disease. 
_Ifshe takes iron and arsenic for a few weeks the anzemia improves; 
but she relapses into her weak anemic condition whenever she 
ceases taking her medicine, and this she does at frequent intervals. 
The present monstrosity my friend (Dr. Chrisp) kindly brought 
into the world during my holiday, and it looks as if the mother 
was simply too weak to bring forth healthy children ; and I should 
think the present specimen would make her desist making further 
efforts in this direction. 

The PRESIDENT and Dr. GaLLoway made remarks on the speci- 
men. 

ABDOMINAL ANEURISM. 


Dr. Limonr: This case was very similar to the one I shewed at 
our last meeting. The patient was like the other one, a soldier, 
having been in the army seven years, was aged 36, had suffered 
from rheumatism and ague, and there was a cicatrix on the glans 

enis. 

The earliest and most persistent symptom was sharp, stinging 
pain in the lower dorsal region, and extending round the body at 
the same level. There was also vomiting, the tendency to this 
being increased by exertion. 

The condition in the epigastrium was very similar to that of the 
patient shewn at last meeting, but the aneurism was a little lower 
down, and was very tender. Emaciation was marked when patient 
was admitted, and rapidly increased. 

Within the last few days of life the patient became jaundiced, 
and had coffee-ground vomiting. The aneurism had seemingly 
changed in shape, and had apparently ruptured. 

Patient died five months after the appearance of symptoms. 
When the abdomen was opened the aneurism was not to be 
seen. To the left and below it was bounded, and also overlapped, 
by the greatly distended stomach. On its right side was the 


duodenum compressed and closely adherent. In front of the 
aneurism was the pancreas. The bodies of the first and 
second lumbar vertebre were eroded; the mucous membrane of 
the stomach deeply congested ; the spleen somewhat enlarged. 
Gall bladder much dilated. The aneurism, a saccular one, is the 
size of a cooca nut, the opening into it being Rupees are of an 
inch in diameter. 

Dr. Howden, who has kindly examined it for me, oe that it 
is situated close to the origin of the superior mesenteric artery, or 
between it and the cceliac axis. 


Professor PHiLipson remarked upon the stratification of the 
fibrinous contents of the aneurism, and enquired as to the treat- 
ment of the case, as to whether iodide of potassium, in large 
doses, had been administered, or compression employed. 


CALCAREOUS PERICARDIUM. 


Dr. Livont: At our meeting in March of this year Dr. Drum- 
mond shewed an interesting specimen of calcareous pericardium. 
The specimen I have to shew is somewhat similar, and the 
symptoms presented by the two cases seem also to have been 
much the same. 

My patient was aged 40, and a labourer. Thirteen years before 
admission he suffered from rheumatic fever; since then he has 
never been strong, and whenever he caught the least cold “ the 
upper part of his abdomen became swollen.” He denied having 
had syphilis, but there was a scar on the glans penis and some 
other indications of his having suffered from the disease. He had 
from time to time attacks of renal colic, and at the post-mortem 
examination a number of small uric acid concretions were found in 
the pelves of the kidneys. 

Patient’s chief complaints were inability for exertion, shortness 
of breath, and swelling of the legs. Pulse irregular and inter- 
mittent. Heart’s impulse was made out with difficulty, and on 
auscultation there was heard very distantly a mitral regurgitant 
and an aortic diastolic murmur. 

Under treatment, the man on several occasions became well 
enough to leave hospital, but always returned before long, and 
finally came in a dying condition. 

At the post-mortem examination the pericardium was found to 
be hard and calcareous on its anterior and lower or diaphragmatic 
surface. 

In searching for a reason for such a change one naturally 
thought of the caseous masses which become calcified on the lungs, 
and on referring to Ziegler and Balfour, I found that they refer 
this case-like covering of the heart to calcification taking place in 
unabsorbed fibrin or in pus. This seemed the most likely explana- 
tion, and on cutting the heart on Tuesday I was much interested 
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to find in the middle of one of these thick, hard patches, a soft, 
cheesy-like material. This hard patch appears to me to he 
between the layers of the pericardium, pressing on, but not invad- 
ing the muscular tissue as in Dr. Drummond’s case. 


Professor Puitipson agreed with Dr. Limont that caseous trans- 
formation was followed by cretefaction. He regarded muffling of 
the cardiac sounds, a distant character of the murmurs, and a 
slight increase of the cardiac dulness, in contrast to the large 
increase in pericarditic effusion, as the physical signs, upon which 
a diagnosis of the condition might be surmised. 


ANEURISM OF ABDOMINAL AORTA 


Mr. Lyon SmirH shewed an aneurism of the abdominal aorta 
which had burst into the left pleural cavity. Patient was a 
stonemason, 45 years of age. The aneurism was about the 
size of a large orange, and arose about the origin of the 
coeliac axis, where the aorta was considerably dilated. It had 
dissected up, pushing aside the left crus of the diaphragm. Its 
existence during the life of the patient had not been recognised, 
although he had complained of severe pains in his back, which 
were increased upon exertion ; and also at times of very great pain 
in the lower part of his bowels. He only ceased from active work 
on account of these pains two days before his death, which 
occurred in bed. His son, who slept with him, found his father 
quite dead when he awakened. 


At the request of the President, Mr. Smith presented the pre- 
paration to the Museum of the College of Medicine. 


Professor PHILIPson directed attention to the sac of the aneurism 
at the site of rupture, being composed of the arteria externa alone, 
the arteria media and intima being wholly removed. From the 
position of the aneurism he was of the opinion that it would have 
been almost impossible to have diagnosed the condition. 


WEATHER: AND DISHAS E. 


By T. COKE SQUANCE, M.D., F.R.M.S., F.R.Met.Soc., Physician and 
Pathologist to Sunderland Infirmary. 


Every physician must have noticed the influence that the 
weather has on those who are suffermeg— how, when atmospheric 
pressure is decreased, the symptoms at least in some diseases shew 
signs of exacerbation, and the patient becomes depressed; whereas, 
when atmospheric pressure is increased, there is frequently amelior- 
ation, the patient’s spirits become lightsome, and everything wears 
a more cheerful aspect to him. 

The reason for these changes is at one apparent when we remem- 
ber that variations ‘in temperature, humidity, and the electrical 
condition of the atmosphere are constantly occurrmg, and must of 
necessity exert an influence on the bodies, not only of those who 
are in ill-health, but also on those who are robust. How com- 
paratively few there are who can rejoice like the late Charles 
Kingsley, in a ‘ glorious north easter,” while the many are chilled, 
not only in body but also in temper, and give abundant evidence 
of being “east windyish.” In cyclones—in which the wind blows 
round the centre of lowest pressue (this circular motion being 
agaist watch hands north of the equator and with them south of 
the same) at the same time advancing in a straight or somewhat 
curved path—it has been noticed that migraine and other nervous 
affections frequently recur at the approach of a marked diminution 
of atmospheric pressure, especially when this is followed by rain. 
On this point Dr. Weir Mitchell observes :— 

“Every storm, as it sweeps across the continent of America, 
consists of a ee rain area, at the centre of which is a moving 
space of greatest barometric depression, known as the storm 
eentre, along which the storm moves, like a bead on a thread. 
The rain usually precedes this by 550 to 600 miles, but before and 
around the rain lies a belt which may be called the neuralgic 
margin of the storm, which precedes the rain about 150 miles. 
This fact is very deceptive, because the sufferer may be on the far 
edge. of the storm-basin of barometric depression, and seeing 
nothing of the rain, yet may have pain due to the storm. It is 
somewhat interesting to figure to oneself thus a moving area of 

rain, girdled by a neuralyic belt 150 miles wide, within which, as 
it sweeps along in advance of the stor m, there prevail in the hurt 
and maimed limbs of men, and in ensien nerves and rheumatic 
joints, renewed torments, called into existence by the stir and 
perturbation of the elements.” 

Anti-cyclones, or periods of high atmospheric pressure, in which 
the winds circulate very slowly round and away from the point of 
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highest pressure (in this case the air revoiving with watch hands) 
are of longer duration than cyclones sometimes lasting for 
many days. During the summer they are characterised by 
sultry weather without a breeze, and in winter by cold fogs. 
The former condition is often accompanied by diarrhoea, and the 
latter by bronchial affections, Xe. 

An exceedingly dry air, when a high temperature prevails, 
favours the development of fevers, whereas a moist atmosphere and 
a low temperature predispose to rheumatism and_ bronchitis. 
Inflammation of the respiratory organs is frequently induced by 
a very dry atmosphere, when accompanied by a low temperature. 
Furthermore, Dr. G. RB. Fox states that, as regards the commence- 
ment of life, the offspring of man and animals born in the cold 
season has a higher probability of life during the first year than 
if born in the hot season; and, as regards the close of life, that 
the mortality by cold, due to age, doubles every nine years from 
the age of twenty-——so rapidly does the power of resistance to cold 
decline with advancing years. 

In summer, when the temperature is high, rising above the 
mean average, diarrhoea and intestinal affections are rife; and in 
winter, when the temperature is low, and falls below the mean 
average, respiratory diseases become very fatal. The Registrar- 
General calculates that a fall in temperature from 45 deg. Fahr. 
to 5 deg. below freezing point causes an increase in London alone 
of 400 deaths from bronchitis. Rapid variations in temperature 
are exceedingly trying to the very young, the aged and the feeble, 
though well borne by individuals in vigorous “health, the regu- 
lating machinery of the human body conducing to this, as in very 
hot weather the cutaneous vessels dilate, and a copious flow of 
perspiration is the result, which, by rapid evaporation, keeps the 
surface cool and the blood from being overheated; and, on the 
other hand, in cold weather the vessels in the skin contract, 
allowing a comparatively small amount of blood to circulate in 
them, the perspiration becomes insensible, and the heat of the 
blood is maintained by its beimg confined principally to the 
internal organs. While those who are strong and healthy endure 
such changes with impunity, it can easily be seen how in those of 
feeble physique, on undergoing degenerative changes, the first 
condition predisposes to appoplexy, the second to congestions of 
internal organs. 

It should be remembered that in England, and more or less 
throughout the world, there are spells of cold weather occurring in 
the spring, and as, approximately, the times are known, prepara- 
tions can be made to meet them. The periods are about the 
second week in February, and the latter part of the second weeks 
in April and May. As cold affects. young children very much, it 
has been recommended that they should never be taken out of 
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doors when the temperature is below 50 deg. Fahr., unless when 
carried by a nurse, and that the temperature of the living room 
should not be below 58 deg. Fahr., and of the bed room below 
54 deg. Fahr. 

The amount of moisture present in the air varies very much, 
and is largely due to the temperature of the latter; the capacity 
of which for retaining moisture in an invisible state being much 
greater when the temperature is high than when it is low. That 
the degree to which the air is impregnated with moisture tells 
upon the body is shewn from the fact that when the air is damp, even 
those who are healthy feel depressed ; while on the other hand, when 
the air is very dry, they feel somewhat or very irritable. If this 
is the case with those in perfect healtn, how much more must it 
tell in the case of invalids who are, in fact, susceptible to com par- 
atively slight changes in the hygrometric condition of the atmos- 
phere. An excess of moisture has not only a depressing influence 
on the nervous system, but interferes with exhalations from the 
skin and lungs. With a high temperature, saturated air is sultry 
and oppressive ; whilst with a low one it has a penetrating and 
chilling effect. In dwelling rooms, the air has a tendency to 
become very dry and, consequently, oppresive and unwholesome. 
To observe the degree of moisture present in the air, a hygrometer 
is necessary, and it has been shewn that when the difference 
between the dry and wet bulbs is only five or six degrees, a healthy 
state of the atmosphere exists. 

In rooms heated by stoves, hot water pipes, &c., the difference is 
often eighteen degrees, and an unwholesome atmosphere is the result. 
In rooms so heated, proper arrangements should always be made for 
the supply of the necessary amount of moisture to the air. This 
is most essential in hospital wards—more especially in those where 
chest affections are treated—-in which a hygrometer should always 
be placed so that the degree of humidity can be regulated. A 
constant loss of water is taking place from the body by evapora- 
tion, partly from the skin, but principally from the lungs; thus at 
every breath an amount of moisture 1s given off suflicient to nearly 
saturate the tidal air; and experiments have shewn that about 
169°2 grains of water are expired per hour; and, furthermore, it 
has been calculated that every grain of water so evaporated carries 
off with it sufficient heat to raise 960 grains | deg. Fahr., to supply 
which that amount of the residual water must have been cooled by 
1 deg. Fahr. Thus 169-2 grains of water evaporated per hour from 
the bronchial tubes and air passages will carry away a sufficient 
amount of heat to lower 162,432 grains, or about 23lbs. of water 
1 deg. Fahr., and will therefore rob the blood and body of that 
amount of heat. It will therefore be clearly seen that by increasing 
the relative humidity of the air of the sick room by adding 
vapour to it, the cooling influence of the air breathed on the 
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lungs and air passages is reduced, in this way relieving local con- 
gestion of the lungs, and perhaps in those operation cases where 
the patients have been fora long time under the influence of ether, 
counteracting or preventing the bronchitis which so often follows 
its administration. Many authorities state that when low baro- 
metric pressure exists, there is a tendency to exudation of fluids 
from wounded surfaces, feebleness in the healing of wounds is 
noticed, and there is a proneness to “the production of secondary 
fever by the absorption of discharges which have undergone some 
decomposition.” The outcome of these observations has been the 
recommendation that no serious surgical operations should be 
performed when the barometer is low or steadily falling ; but that, 
on the other hand, the most favourable time for them is when it is 
steadily rising or steadily high, when the hygrometer shews a 
difference of five degrees between the wet and dry bulbs, and when 
there is a mean temperature of about or above 55 deg Fahr. 
Diminished pressure of the air means distension of the capillaries, 
and consequent hemorrhage, thus explaining the persistent oozing 
that occurs after some abdominal sections or major amputations. 
The reason that a patient sometimes succumbs to a surgical 
operation when all the conditions are apparently favourable may 
in some instances be due to the fact that the operation has been 
undertaken when the barometer was low or falling, causing a 
tendency to hemorrhage, and also increasing the tendency to 
syncope, from the fact that decreased pressure means’ general 
capillary distension, thus reducing the amount of blood in the 
heart. At the same time, if the relative humidity of the air is 
low, increased evaporation will take place from the patient’s body 
and lungs, which, as has been shewn, means loss of heat and con- 
sequently increased susceptibility to schock and predisposing to 
bronchitis. If every operating theatre were furnished with a 
barometer, hygrometer, and thermometer, the indication of which 
were carefully noted (and corrected for sea level, &c.), whenever 
a serious operation was undertaken, a most valuable series of 
observations might be made in the course of a year. Apoplectic 
seizures are much more liable to take place when a sudden 
diminution of atmospheric pressure occurs, causing engorgement 
of the capillaries. 

A low atmospheric pressure, accompanied by an excess of 
humidity of the air, presents conditions most unfavourable for 
removal of heat by radiation and evaporation from an inflamed or 
rheumatic joint setting up increased pain, which may be accounted 
for thus :—The minute nerves, which accompany the vessels in 
the cancellous and compact structures of bone, and which in a 
healthy individual give rise to no sensation, are pressed by the 
enlarged capillaries against the unyielding bony walls. Teeth 
which are carious are painful at such times for the same reason, 
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It has been stated that both high and low barometric pressures 
increase neuralgias. This apparently contradictory statement 
may perhaps be explained by looking upon those neuralgias which 
are increased by a low pressure as being due to a hyperdmic con- 
dition of the nerve trunk, whilst those which are worse when a 
high pressure prevails are probably due to inflammation of the 
nerve sheath. Corns are more or less painful when pressure is 
low, on account of capillary engorgement, and many people regard 
their corns as valuable weather glasses on account of the manner 
in which they “shoot” before-an approaching storm. ~ Hast 
winds are trying on account of their coldness and dryness, 
and are more injurious to health in April and May than in 
the earlier months, as more heat is then received from the 
sun, and, consequently, there are greater variations of temperature. 
Their baneful effects on vegetation are especially noticeable in May, 
when two or three easterly gales will cause all the young leaves to 
look black and scorched, this being due to the rapid evaporation 
that takes place. In the human subject they have a tendency to 
produce pulmonary affections and neuralgias. Contrary to ordinary 
belief, it has been noticed that fevers, such as scarlet, &c., are 
more prevalent during the cold months of the year than during 
the warm, suggesting the desirability of a warm indoor tempera- 
ture as a possible counteracting influence. It is difficult to account 
for the fact that fevers are more prevalent in hot than cold weather, 
unless we look upon it as being due to atmospheric conditions 
affecting the specific contagium, which, when exposed to heat and 
moisture, may undergo changes resulting in putrefactive processes 
being set up, the outcome of which is the death of the contagium ; 
while in the colder months the antiseptic action of cold may come 
into play and prolong the vitality of the contagium by preventing 
those processes being set up, which would ev entually end in necrosis. 
In-his book on the “Great Lone Land,” Captain Butler mentions 
that small-pox raged most fiercely when the thermometer was 50 
degs. below zero. May not many, if not all, outbreaks of zymotic 
diseases be due to subtle atmospheric conditions, providing a suit- 
able environment for “germs,” causing them to be more than 
ordinarily infective, and producing a virulent type of disease ; 
while at another time, through some modification of their surround- 
ings, the outbreak is of a comparatively mild type? Is it not 
possible that the various infective fevers are really produced 
from one primal germ, the offshoots of which, under varying 
conditions, have undergone different phases and modifications, 
resulting in the original type of the disease being changed? To 

arrive at a solution of these questions, a series of elaborate and 
long-continued experiments, conducted by experienced bacterio- 
logists, would be necessary. 
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Professor Patnipson expressed his admiration for the able an 
interesting paper, which opened up a very wide subject for con- 
sideratioe. He agreed with Dr. Squance, that season of the 
year and atmospheric changes were a fertile source of illness, 
manifested to us by individual sickness and similar disorders in 
large numbers of people at the same time. He instanced inflam- 
mations, heemorrhages, and catarrhs as thus occurring. 

Concerning the statement that the poison of infective disea_ es 
might be altered by atmospheric or telluric influences, so as> to 
produce at one time one specific disease, and at another a differ ent 
disease, Professor Philipson-could not accept it. He believed that 
the virus or contagium of an infectious fever was distinctive of 
that disease and of no other. He recognised that contagia were 
more active at certain times, and in different seasons of the year. 
Further, that most contagia were more apt to multiply or increase 
outside of the body, and to present phases of dormant or inert 
existence and phases of activity and virulence. 
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SE SSrlON 289-90: 


DECEMBER MEETING. 


Tae Tarrpd Montuty Meetine of this Society was held in the 
Library of the Royal Infirmary, Newcastle-upon-Tyne, on the 
evening of Thursday, 5th December—Dr. Murphy (President) in 
the chair. 


NEW MEMBERS ELECTED. 


Howden, Robert, M.B., Newcastle. 

Manners, W. H., M.B., New Delaval, Blyth. 

Martin, A. A., L.R.C.S., North Shields. 

Pogson, J. W. B., M.B., B.S., Durham County Hospital. 
Pratt, E. F., M.R.C.S., Gateshead. 


NEW MEMBERS PROPOSED. 


R. E. Beveridge, M.B., Ward Terrace, Sunderland. 
J. F. Calcott, M.D., Coxlodge. 
Geo. Murray, M.B, Swinburn Castle. 


EXCISION OF PORTION OF INFERIOR DENTAL NERVE FOR NEURALGIA, 
WITH SUCCESSFUL RESULT. 


Professor Putiipson introduced a man, the subject of Neuralgia 
of the Inferior Dental Nerve, on whom the operation of excision of 
a portion of the nerve was performed, with a successful result. 
The patient was a miner, aged 40, from Evenwood, near Bishop 
Auckland, and bad been admitted into the Royal Infirmary, New- 
castle-upon-Tyne, as an in-patient, under his care, on July 24th, 
1889. He was then suffering severely from neuralgia of the 
inferior dental nerve of the right side, the pain was most excru- 
tiating, and was referred to the incisor teeth and the muscles and 
integument of the chin and lower lip. The man was much 
emaciated and debilitated from his suffering, inability to take 
food, and from want of sleep. 
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The pain commenced in the following manner :—While resting 
in the coal mine, after having been much heated at his work, he 
experienced sudden pain along the lower jaw of the right side, 
shooting from the angle of the jaw to the ear, and at times to the 
chin. The pain recurred at varying intervals, generally when he 
felt cold or was “out of sorts.” The pain increased in severity, 
and the intervals of freedom became shorter. In May, 1889, the 
pain became constant. 

After his admission at the Royal Infirmary he was treated 
medicinally with preparations of iron, arsenic, quinine, and other 
tonics, but without any success. It was deemed advisable, there- 
fore, to hold a consultation with Dr. Arnison, who advised the 
extraction of some decayed molar and bicuspid teeth, upon the 
supposition that the inferior maxillary branches, to the molar 
teeth and gums, were principally affected. 

No benefit followed upon this procedure. In consequence, it 
was decided that tie case was a proper one for division and 
«xcision of a portion of the inferior dental nerve. The operation 
was performed by Dr. Arnison on September 7th. The pain was 
entirely relieved, and has never recurred. The patient has re- 
covered his strength an {t his bodily condition. 


Dr. ARNiIsON said the nerve in Dr. Philipson’s case had been 
reached by an incision curving round the angle of the jaw, down 
to the bone. The periosteum was peeled off the ramus, and all 
the structures between ramus and skin raised, until the margin 
of the sigmoid notch was reached. With a medium- sized trephine, 
applied so as to include the margin of the notch, a 3 disc was sawn 
out. The nerve was then hooked into the hole with a blunt 
hook, and half-an-inch of it removed. A salivary fistula delayed 
the healing of the wound, but wound and fistula were now soundly 


healed. 


Dr. Otiver: I think stretching of the nerve in these cases a 
procedure which would be likely to be followed by relief, if not by 
cure. A few years ago, it was a common practice to cut down upon 
the larye sciatic nerve iu locomotor ataxy and stretch it. -This 
was frequently followed by relief to pain, although the ataxia 
rem:ined uninfluenced. 


Mr. Bettamy, Mr. Pacs, and Mr. ForuHereiiy took part in the 
discuss.on raised by this case. 


RADICAL CURE OF HERNIA. 


Mr. Pace: I have here, sir, four male paticnts who have been 
operated upon for the radical cure of inguinal hernia, by the open 
method, with very satisfactory results. In each there were features 
of interest. This man, T. L., is a labourer, 48 years of age. He 
had a large hernia on the right side, which was only partially 
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reducible, and three fingers could be readily passed through the 
ring. On opening the sac, it was found to contain omentum and 
a coil of small intestine. The former was ligatured and cut away, 
the gut being returned into the belly. The sac was then 
dissected out, the neck pulled down as low as possible, and 
ligatured with stout catgut, the ends being left long. The ring 
was closed by passing these ends through the pillars, twice on 
each side, and then tying them together, by which means the 
opening was firmly plugged. In the process of separating the sac 
the tunica vaginalis was opened. The wound healed by first in- 
tention, and three weeks after patient was discharged, wearing, by 
way of precaution, a light, opposite-sided truss. “He has been at 
work for three months, ‘and i is perfectly cured. 

This child, F. McC., is six years of age, and on August 26th ie 
was operated upon for the cure of a right-sided congenital hernia, 
of large size, which refused to yield to a truss. When the sac was 
opened, and the gut returned, it was found that the elements of 
the cord were not gathered together into a single structure, but were 
separated from each other, and closely adhering to the surface of 
the sac, to which also it was found the testicle was. closely 
adherent. Consequently, the testicle was removed, the sac drawn 
down as low as possible, igatured, and cut away, the ring being 
then sewn up with catgut. The wound healed by first intention, 
and the result leaves nothing to be desired. : 

This man, N. J., a labourer, aged 50, was admitted October 4th, 
suffering from strangulated hernia on the right side. ‘The swelling 
was very large. He had come to the Institution a few weeks before 
with symptoms of strangulated hernia, but under chloroform the 
eut returned—it could not, however, be reduced on this occasion, 
When the sac was opened some six ounces of clear fluid, deeply 
stained with blood, escaped, leaving a coil of small intestine some 
four inches long in the cavity.. The surface of the gut was 
roughened and the bowel was claret coloured. The stricture 
was divided, the sac dissected out, ligatured as in the other cases, 
and, as the ring was small, it was not sewn up. The wound 
healed satisfactorily, and there is no indication of any return of 
the rupture. The man can cough without the least sign of fulness 
in the groin. His rupture is cured. 

This man, M. L., a miner, aged 41 years, was admitted in 
October, suffering from double inguinal hernia. It was the left 
hernia which caused inconvenience. It could be returned, but 
not retained in the belly. The ring admitted four fingers. Nine 
years ago I operated upon this left hernia for strangulation: On 
Noy ember 2nd I cut into the sac. It contained a coil of small 
intestine, and nothing else—upon that point [ am perfectly clear. 
Whilst freeing the sac from its connections, as the neck was 
approached it was found more tissue was being dealt with than is 
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usual. TI was somewhat puzzled, but, searching for an explanation, 
found that there was a piece of large gut down outside, and some- 
what behind the neck of the sac, containing the small intestine. 
Before this was identitied I had peeled off a piece of peritoneum 
about one-inch square from the portion of large gut, leaving 
the muscular coat of the bowel bare and bleeding. Finding what 
had been done, I tried to return the gut, and, to my surprise, did 
so readily. The sac which had contained the small intestine was 
now ligatured, and the ring closed with cat-gut suture. The case 
has not done so well as the others—fluid accumulated in the 
scrotum, suppuration followed, and the wound is not quite healed ; 
the rupture, however, seems to be cured. It is difficult to 
explain the presence of the piece of large gut. It may have been 
in a separate sac, and then its easy return is explained; but I did 
not identify a second sac, and hardly think one could have 
existed. 


Dr. Hume stated that he was unable to throw any light upon the 
relation of parts in the case of hernia, to which Mr. Page had 
specially referred. He had assisted Mr. Page only in the latter 
part of the operation—-after the sac had been apparently emptied, 
and while it was being dissected out. The large intestine seemed 
to lie behind the sac, and a second sac did not appear to exist. 


Dr. Ouiver: I think it very likely that in the case of hernia, 
where a second sac appeared, und where a piece of uncovered large 
intestine was found, it was a portion of the lower part of the des- 
cending colon, or sigmoid flexure. There is a portion of the large 
intestine in its lowest part which is not covered by peritoneum. 
More than likely, therefore, that this part having become loose and 
detached from its bed, had presented in the unusual neighbourhood 
where Mr. Page found it. 


Mr. Betiamy also spoke on these cases. 


ABSCESS PRESENTING SYMMETRICALLY IN THE BUTTOCKS. 


Mr. G. E. Wittismson: Mr. President,—This patient, a labourer, 
has a curiously symmetrical abscess in the buttocks. Some fifteen 
months ago, he felt pain and weakness at the lower part of the 
back, which gradually increased unt] three months ago, when 
the buttocks began to fill. He has now a fluctuating swelling 
on each side, and cross fluctuation, with a fluid wave, can be 
readily made out, passing from one side to the other. One can 
be partially emptied into the other, and there is also a central 
portion which is readily fet per rectum. There is a strong 
impulse, on coughing, felt in «ll three swellings. I take it that 
he has disease of the lower lumbar spine, that an abscess has 
formed and made its way out of the pelvis, through the great sacro- 
sciatic notch on each side. The weakness of the legs and pain 
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down the back of the thighs, from which he suffers, are explained 
by pressure on the great sciatic nerves, but there is no numbness. 
] propose to open the abscess antiseptically and to drain thoroughly. 
The presence of pus has been proved by the introduction of an 
exploring needle. 


POPLITEAL ANEURISM CURED BY PRESSURE. 


The PRESIDENT shewed a man in whom this method of treatment 
had been successfully carried out. 


AXILLARY ANEURISM CURED BY LIGATURE OF SUBCLAVIAN AND 
FEMORAL BY PRESSURE. 


Mr. RurHerrorpd Morison: This patient, 60 years old, consulted 
me seven years ago about a large axillary aneurism, for which I tied 
the third part of his subclavian with chromic catgut. 

You will observe there is no trace of the aneurism ; the scar has 
nearly disappeared, and there is no pulsation in the vessels below 
on this side. 

A year later he returned with an aneurism of the left femoral, in 
Hunter’s canal, the size of an orange. 

I explained to him that the femoral would probably require to 
be ligatured; but that it was possible, by carefully-applied pres- 
sure, and rest in bed, to cure the aneurism without operation. At 
the same time, applying pressure to the femoral against the pelvic 
brim, I shewed him how pulsation in the aneurism could be 
arrested. . 

A few days later he came again, saying that the aneurism was 
much worse, and the pain in it very bad. 

On examination, I was astonished to find that pulsation had 
ceased, and the sac was full of clot. 

A cure followed; and he has had no further trouble here or 
elsewhere. 

His story is, that being unable to stay at home, as I suggested, 
he went to work during the day, and fulfilled the other condition 
by compressing the artery all night. 


Dr. Hume recalled a case of popliteal aneurism, which he had 
treated by continuous pressure two or three years ago. The 
method adopted was a combination of the mechanical aud digital. 
A weight was lowered from a pulley in the ceiling over the patient’s 
bed, in such a way that it rested upon the compressing fingers. 
By this means the muscular exertion required to control the 
pulsation —- and consequently the fatigue involved—was greatly 
diminished ; and it was found that each assistant could maintain 
pressure without discomfort for more than twenty minutes. Treat- 
ment was begun at 11°30 a.m., and the aneurism was solidified at 
six. No further treatment was required, 
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Mr. WitLramson: The temptation to ligature the femoral artery 
in these cases of popliteal aneurism is very great. I had a case of 
the kind a few months ago in a powerful, healthy man, and [ put 
before him the treatment by pressure or ligature, with the ad- 
vantages and disadvantages of both. He preferred ligature, aided 
no doubt in his decision by a successful case of ligature which Mr. 
Page had in an adjoining ward. I think, upon the whole, that he 
decided wisely. The question is now a very different one to what 
it was before the introduction of antiseptics and the animal 
ligature, and, with this in view, | think that a surgeon is now 
justified ; in recommending ligature i in suitable cases. 


Dr. CoupLanp remarked that the only cases of aneurism coming 
under the notice of the physician in which treatment by compres- 
sion was available were those of abdominal aneurism; and he 
believed that the first successful case of that kind was one recorded 
by Dr. Murray and Dr. Heath, of that city. Some years later he 
had assisted the late Dr. Greenhow in the treatment of a similar 
case at the Middlesex Hospital, with a like fortunate result. As 
regards the cases quoted that evening, he was struck by the fact 
that the pressure was not continuously applied, and asked whether 
this did not shew that (in certain cases at any rate) discontinuous 
compression might not equally well prom te coagulation in the sac. 

Dr. Outrver asked whether, after all, the cure of aneurism was 
simply a question of coagulation of blood. Dr. Murphy had 
alluded to two kinds of clotting which occurred in the interior 
of aneurisms. Perhaps he would explain them to the Society. 
Dr. Oliver had exhibited a man suffering from right subclavian 
aneurism more than a year ago, treated by Mr. ‘Williamson by 
galvano puncture. The sac was now and had been for several 
mouths as hard as an apple, and yet it did not contract further in 
spite of rest and absence of pulsation. 


Mr. Bettamy and Mr. Morison took part in the discussion. 


ANENCEPHALIC FOETUS. 


Dr. Bexineron shewed a section of the head of an anencephalic 
infant. He shewed the child before the Obstetrical Society in 
London in 1886. It was dissected by Professor Stewart, of the 
Royal College of Surgeons, who had sent it down for inspection. 
It is catalogued in the Royal College of Surgeons Museum as 
«© 229c. Anencephalous, presented by Dr. Benington. There is 
complete ossification of the bones of the vertex less than half an inch 
between the vertex and base. There is a small cncephalocele be- 
tween the parietal and occipital bones.” 

The woman who gave birth to the child had an extremely 
arched palate and prominent upper incisors. One of her brothers 
had a cleft palate. The case presented some dithculty in diag- 
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nosis at the time of birth, as the encephalocele presented and felt 
like a. large odematous ear. Labour was natural. The child 
breathed for about six hours. 


CEREBRAL TUMOUR 


Dr. Livont: At the October meeting I shewed to this Society a 
patient of mine whom Mr. Page had trephined for cerebral tumour 
with marked relief of symptoms. 

The history of the case is given in the Transactions, but I may 
say that for above four months there had been left-sided headache ; 
about four months before admission there were right-sided convul- 
sions, beginning in the hand, and that shortly before admission 
there was affection of eG and speech and weakness of right arm 
and leg. When admitted she was perfectly unconscious. Neuritis 
was present in both eyes, very marked in the left, but only slight 
in the right. The right arm and leg were perfectly limp. 

Mr. Page operated on September 26th, the day after the 
patient’s admission. Prof. Thane’s method was followed in 
marking out the site of the lesion, and the tumour was reached at 
the first trephine hole. The patient regained consciousness the 
same day, and the following day recovered movement in the leg 
and arm. I shewed the patient here on the fourteenth day after 
operation, and the members present witnessed her power of speech 
and movement in the previously paralysed parts. There was, 
however, a considerable bulging beneath the scalp, and a slight 
protusion of apparently new erowth between the edges of the 
incision. 

For eighteen days after the meeting she remained in much the 
same condition ; but with improvement in power of speech and 
walking. On October 28th, however, she had shivering, complained 
of nausea and pain in the head, and had an evening temperature of 
103. Next day she was semi-comatose, with a temperature of 
104 deg. Fahr.; the cicatrix of the scalp had given way, displaying 
a large fungous-looking mass. Left pupil dilated; right arm 
motionless. She continued in this condition for another day, and 
died on October 3lst—35 days after operation. 

The brain was removed and hardened in spirits. Dr. Howden. 
kindly sliced it fur me and gave the following description :— 
“There is a large irregular cavity on the left side of the brain, 
involving on the surface the upper part of the ascending frontal 
and ascendiveg parietal convolutions, and reaching up to within an 
inch of the superior longitudinal fissure. This cavity extends back 
into the supra marginal convolution of the parietal lobe, but does 
not involve the angular gyrus. No remains of the tumour can be 
seen in the walls of the cavity. On slicng one inch below the 
top of the hemisphere a tumour is seen, invading the cortex of the 
superior tempero-sphenoidal convolution, extending inwards for an 
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inch and a quarter, and forwards to the fissure of Sylvius. It is 
covered externally by a thin layer of grey and white matter. The 
tumour has evidently occupied the centrum ovale minus, and. the 
operation has removed the upper and inner part of the tumour. 
The internal capsule is not involved; but the growth extends 
from the superior into the middle temporo-sphenoidal convolution. 
The optic thalamus appeared red and swollen as if from inflamma- 
tion, as did the brain tissue round the descending horn. In the 
cavity of the latter was a blood clot.” 

The three photographs handed round shewed very well the site 
and relations of the tumour at different levels. 


Dr. Eastwoop said that the great dificulty was to know and 
recognise the connection between the symptoms of brain affections 
and their morbid condition. This was a recognised fact, and made 
it uncertain as to where an operation would be of any use in the 
way of trephining. Some years ago he saw a severe case of melan- 
cholia, which ended fatally, and a post-mortem examination was 
made. A tumour was found to exist under the right parietal bone 
of considerable size. There were no symptoms which, during life, 
pointed to this state of things; nor could the actual connection 
between the tumour and the melancholia be traced. No doubt an 
operation would succeed if we knew the right cases in which it 
should be performed. 


EXTENSIVE DRY PERICARDITIS. 


Dr. Limont: The patient from which this specimen comes was a 
labourer, aged 41, who was admitted, under the care of Mr. Page, 
on account of a scalp wound, which healed quickly without any 
suppuration. 

On the eighth day after admission the temperature, previously 
normal, rose to. 101 ; during the next week it rose somewhat 
erratically, till it reached 104 degs. Fahr.; and afterwards, till 
within a few days of his death, it varied between 100 and 103 
degs. Fahr. 

Nineteen days after admission he was transferred to the medical 
ward. He was then weak, pale, and anxious-looking ; his pulse 
very irregular and intermittent. Heart sounds short and sharp, 
no murmurs audible, but friction to left of sternum, two inches 
below nipple. Neither then or before or after was there any pre- 
cordial pain. There was very free perspiration, with a very acid 
smell. The patient had had about ten attacks of rheumatism, the 
last a year previous to his admission. 

In spite of treatment, the pulse remained as on his first examina- 
tion, shortness of breath became marked, and he finally died forty 
days after the accident. 

The heart is very much enlarged. With the pericardium and 
aorta it weighed 587 ounces. It is entirely covered with a thick 
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layer of recent lymph, which at the time of the post-mortem examina- 
tion stood up quarter of an inch above the surface of the heart. 
Lymph also covers the whole parietal layer of the pericardium. 
The walls of the left ventricle are markedly hypertrophied, and 
the mitral orifice admitted five fingers. The right lung was 
adherent by recent lymph to the pericardium, but the left was 
not. The kidneys are reported as “old standing heart kidneys, 
with early interstitial nephritis.” There were no indications of 
pyeemic affection in the body, but there was slight effusion into 
both knees, and the synovial membrane of the right knee was 
injected. The question as to the cause of the pericarditis was 
important, inasmuch as the patient was insured against accidents 
for £100. It is allowed that pericarditis may be set up even by 
a bruise over the preecordium; but .1 regard the case asof 
rheumatic origin, on account of his having frequently suffered 
from rheumatism before, the effusion in the knees discovered after 
death (though not to be found during ltfe), and his general condi- 
tion of fever, with acid perspirations, when admitted to the medical 
ward. 
DERMOID CYST OF OVARY. 


Dr. Livoyt: I first saw the patient from whom this cyst was 
removed with Dr. Grey, of Gateshead. She was 40 years of age, 
and had since the birth of her youngest child, five years ago, 
complained of constant pain in the right iliac region. Menstrua- 
tion not affected. Latterly pain has confined her to bed for con- 
siderable periods. A hard body, the size of an orange, was felt 
in the right ovarian regicn ; on passing a needle into this a fluid 
was drawn off, which became solid on cooling, and then caked like 
vaseline. This enablel me to diagnose the mass as a dermoid 
cyst, and the patient was admitted to Infirmary and operated on 
by Mr. Page ten days ago. 

There is, as you see, a considerable quantity of hair, forming a 
layer on the interior of the sac. As is usual in such cases, the 
hair is of a light colour; the only other contents consisted of oily 
colourless fluid, which solidified into a yellow mass. 

All the other dermoids I have met with have contained a solid 
yellow fatty material, small particles of which were drawn off with 
the fluid, and enabled the diagnosis to be made. In this case the 
fluid at first presented the appearance of ordinary ovarian fluid, 
but the solidification on cooling at once revealed the nature of the 
cyst. The patient made a rapid recovery, and is now free from 
the pain from which she has suffered so long. 


ENCEPHALOID CANCER OF BOTH OVARIES. 
Dr. Limont: I first saw the patient from whom these tumours 
were removed with Dr. Walker. The. patient was aged 40, and 
looked in good health. For a few weeks she had noticed a swelling 
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of the abdomen, and Dr. Walker found there was a tumour in the 
right lumbar region. Menstruation had been normal in frequency 
and quantity of discharge. No swelling of lower limbs had been 
observed. A large irregular swelling lay in the right lumbar and 
iliac regions; it was hard, but freely movable. Another large 
round mass lay in the pouch of Douglas; it felt springy, and 
could be moved upwards to a slight extent. Neither of the 
masses was painful, but there was some free fluid in the peritoneal 
cavity. 

Mr. Page performed ovariotomy a week later at the Nurses’ 
Home, Ellison Place. There was a considerable quantity of 
yellowish fluid in the peritoneum. The tumour in the right s‘de, 
which had developed from the right ovary, was easily removed ; 
but the one in the pelvis, developed in the left ovary, was wedged 
down, and had to be forcibly shoved up by the hand in the vagina. 

On section, as you see, the tumours have the appearance closely 
resembling brain substance. A section is placed under the micro- 
scope, shewing the growth to be encephaloid cancer. 

With regard to diagnosis—if one finds the growth to be tender, 
rapidly enlarging, affecting both ovaries, and ascites coming on 
early, the case is one either of sarcoma or encephaloid cancer. 
To differentiate between these two must be extremely difficult ; 
Schroeder relies upon the “absence of metastasis and greater 
mobility” in sarcoma. 

As regards prognosis, according to Winckel, there may be no 
recurrence both in case of cancer and sarcoma, provided the 
tumours are removed early ; but cases of cancer are less favourable 
than cases of sarcoma. 


Dr. CouPLAND pointed out the comparative rarity of the 
(apparently) simultaneous implication of bi-lateral organs in can- 
cer, and cited a case where both breasts and both ovaries were thus 
affected. Such cases might suggest an argument in favour of the 
now generally abandoned theory of the “ constitutional” nature of 
cancer ; but as the disease could not be observed in its inception, 
the probability of the origin of cancer in one locality could not be 
set aside even in them. 


Dr. Ouiver: A few years ago I exhibited a large sarcomatous 
tumour of one ovary, which Mr. Page removed for me from a 
young married woman. ‘This is a rare affection of the ovaries, 
although not so rare as this specimen of encephaloid cancer. Here 
we are dealing, I take it, with a primary affection of gland. It 
may interest some of you to know that in spite of the malignant 
character of the growth referred to in my case, the woman is at 
the present time in excellent health, and has had one, if not two, 
children since the operation. In her case metrorrhagia was a 
very prominent symptom. 


The PRESIDENT made some remarks on each case, 
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EXCISION OF CANCER OF RECTUM. 


Dr. Hume: The patient, a man aged 39, for some time had 
difficulty in getting the stool away; but there was very little 
discharge or pain. The finger in the rectum detected a nodular 
plaque situated anteriorly and to either side; posteriorly there was 
a narrow strip of mucous membrane free. The finger reached 
easily beyond the disease. No enlarged glands or other secondary 
disease could be detected. 

The operation of excision was performed on October 22nd. The 
method of operating was essentially that described by Mr. Harrison 
Cripps. The forefinger of the left hand being in the rectum, a 
sharp-pointed curved bistoury was entered immediately in front of 
the coccyx, and was pushed up behind the wall of the rectum 
beyond the limit of the disease. The point was then pushed into 
the rectum, and, guarded by the finger, was made to cut out 
through the posterior wall. Deep incisions were now made on each 
side of the anus into the ischio rectal fossa, These incisions united 
anteriorly in a point in front of the anus, and passed posteriorly 
into the incisions through the rectal wall behind. Each side of 
the growth was next detached with finger and scissors, and then 
the anterior portion had to be carefully separated from the urethra, 
prostate, and portion of the wall of the bladder. Being now 
detached all found, the freed portion of the rectal wall with: the 
erowth were firmly pulled down and cut away with scissors, each 
bleeding vessel being seized as it was divided. The mucous mem- 
brane was not stitched to the skin. 

The patient has gone on fairly well. The chief drawback to 
his recovery has been the formation of a prostatic abscess, which 
discharged per urethram. Surgical emphysema followed the opera- 
tion, and, after disappearing, recurred more than once. Micro- 
scopic examination shewed the growth to be carcinoma—the cells 
not being cylindrical but round and enclosed in a stroma of the 
ordinary character. 


The PRESIDENT and Dr. CouPpLAND made some remarks on these 
and similar cases. 


TUMOUR OF GREAT SCIATIC NERVE. 


Dr. Hume shewed a tumour of the great sciatic nerve, and also 
the patient from whom it had been removed. The patient was a 
man, aged 37, who was admitted into the Royal Infirmary on 8th 
July, 1889, Ww th a tumour under the left eluteus maximus. The 
tumour was of four months growth, and from its position, and the 
character of its mobility, was evidently connected with the great 
sciatic nerve. The patient was also the subject of mollusoum 
fibrosum. The tumour, which was the size of a sma!l melon, was 
removed on July 19th, It was found to implicate the nerve from 
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the exit from the sacro-sciatic foramen to the lower border of the 
gluteus. A very small strand of the nerve which was not in- 
volved was turned off the tumour, and not divided. The whole of 
the remaining thickness of the nerve had to be divided above and 
below to effect removal of the tumour. By afterwards pulling 
upon the two ends, and by extreme flexion of the knee, it was 
found possible to suture about half of the divided nerve. The 
remainder could not be brought together. The wound healed by 
first intention, and the limb was kept in the position of extreme 
hip-extension and knee-flexion for about a month. The tumour 
proved to be a round-celled sarcoma. The chief interest of the 
case lies in the present condition of the limb. The patient walks 
almost without limp. Very little atrophy of the muscles has 
occurred, and cutaneous sensibility exists everywhere except on 
the dorsal and plantar aspects of the toes. The ham-string 
muscles contract, but he cannot flex or extend the foot at the 
ankle. It is evident from these facts that the suturing of the 
nerve has in a degree succeeded, and has led to a partial restora- 
tion of its function. 


Dr. CoupLaAND congratulated Dr. Hume on the excellent result 
of his operation ; for in spite of the large size of the growth that 
was removed, there was evidence that the innervation of the limb 
had been only partially or temporarily impaired. The result was 
far different in a case upon which Mr. Balding, of Rayston, 
operated some years ago, where the tumour—myxosarcomatcus in 
nature—was so intimately blended with the trunk of the nerve 
that a large portion (five inches) of the latter had to be excised, 
with the effect of completely crippling the limb. Two years later 
the patient died, an extensive local recurrence of the growth having 
taken place, as well as secondary infiltration of the mediastical 
glands and pleura. The case is recorded in the Path. Soc. Trans., 
vols, xxvii. and xxviil. 

RUPTURED SUBCLAVIAN ANEURISM. 

Dr. A. KE. Morison: This specimen was taken from a man, 
et. 56—a blacksmith—first seen by me four years ago, suffering 
from a right subclavian aneurism. It began suddenly one day 
while lifting a heavy weight. He felt something “ give way,” and 
the pain in the arm was so severe that he had to discontinue work. 
The aneurism rapidly enlarged, and when I first saw him involved 
the whole of the subclavian trunk and also the innominata. The 
right arm was paralysed from pressure on the brachial plexus, 
and the pain very severe. His pain disappeared under large doses 
of iodide of potassium, and the aneurism became smaller and 
harder. 

In June of this year he came to me, having discontinued the 
iodide for six months. The anevrism was very much increased 
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in size, occupying the whole of the right pectoral region, and the 
skin over this area was swollen and cedematous from pressure. 
The sac ruptured by sloughing of the skin close to the anterior 
border of the axilla, on September 16th, and the patient died in a 
few seconds. 

The specimen shews the subclavian artery greatly dilated ; 
the upper part the true ancurismal sac, and below this a false sac 
formed by burrowing under the pectoral muscles. The brachial 
plexus forms part of the true sac. The axillary artery is not 
involved. Close to the anterior margin of the axilla is seen a 
minute opening at which the aneurism ruptured. 


LARYNX FROM A CASE OF ACUTE LARYNGITIS. 


Dr. A. E. Morison: J. A., aged 51, moulder. First seen by 
me 4 p.m. on the 17th of September, complaining of difficulty in 
breathing of twenty-four hours’ duration. 

At 4 p.m. on September 16th he was at work, and suddenly 
seized with a sharp pain in the throat, and difficulty in breathing. 
He b: came worse during the night, and at 7 a.m. my assistant 
saw him. I visited him at 4 p.m., and found as follows :—Strong, 
powerful man, lying in bed very prostrate, breathing very laboured, 
40 to minute; temp., 101°8; pulse, 120, fairly strong and full ; 
complains of pain in throat, averavated by swallowing; larynx 
tender on pressure, voice husky. The fauces are intensely in- 
flamed and swollen, the epiglottis edematous, tongue dry and 
coated. No laryngoscopic examination could be made. There is 
general cedema of the bases of the lungs. [ ordered the usual 
remedies, and told his wife to send if he was no better in a few 
hours. At 7 p.m. I visited him, and found him so much worse 
that I at once performed tracheotomy. He improved for two 
hours, but gradually sank and died. 

At the post-mortem the larynx was found intensely congested. 
At the upper parts of the false cords were two almost gangrenous 
patches. The mucous membrane of the trachea and bronchi was 
deeply injected from the powerful axspiratory efforts made by the 
patient. 


ABSENCE OF COSTAL CARTILAGES. 


Dr. A. E. Morison: This specimen was removed from a powerful 
male adult, and I have brought it here to-night because of its 
extreme rarity. I cannot read or hear of a similar abnormality. 
A considerable portion of the chest wall is replaced by membrane 

over this circular space, which was so thin as to allow, during life, 
of the wall of the heart being felt through it. 

The parts defective are the ord, 4th, and 5th costal cartilages 
and part of the bony 3rd, 4th, and Sth ribs. The point of interest 
about the specimen is that the sternum opposite the defect is 
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perfect. I may remind you that the ribs are extensions of the 
vertebral blastema in the thoracic parietal plate of the mesoblast, 
and their matrices are at first continuous with those of the 
vertebra. The seven sternal ribs, when cartilaginous, unite in 
front to form the sternum, and ossification of the ribs extends from 
behind ; the sternum being ossified by distinct centres of its own. 
As ossification extends in the ribs, the cartilaginous rib becomes 
absorbed and normally replaced by bone. 

In this case, the early foetal ribs have been normal, as proved 
by the perfect condition of the sternum ; absorption has occurred 
and ossification been incomplete. 

If this is the true explanation, we would expect some trace of the 
absorbed rib; and on looking through the specimen against the 
light a fibrous band will be seen stretching outwards in the mem- 
brane from the nodule of rib, which I take to be the structure we 
require. 


SARCOMA OF LOWER END OF FEMUR. 


Dr. A. E. Morison: This specimen was removed from Mrs. B., 
eeu. 21, 

History.—F¥ive months ago she began to complain of “rheumatic” 
pains in the right knee. Two months later it began to feel stiff 
and painful, and the joint began to swell. The pain became so 
severe at nights that she could not sleep. I saw her on Novem- 
ber 2nd, when the joint presented the following appearances: The 
synovial pouches are very much swollen, and the patella displaced 
downwards. ‘There is very slight movement of the joint, and a 
feeling of fluctuation. The lower end of the femur is thickened 
for about six inches, and the head of the tibia is wider than on the 
opposite side. A hypodermic needle inserted into the swelling 
drew off blood. 

I amputated the limb on November 10th at the junction of the 
upper and middle thirds of the femur. Four days previous 
to this spontaneous fracture of the femur took place above the 
enlargement. 

The specimen shews a soft sarcoma arising centrally in the 
femur, growing into the joint—into the popliteal spaces—involving 
also the head of the tibia. At the upper part of the growth the 
femur is fractured. Microscopic examination proves it to be a 
large round-celled sarcoma. 


DRAWINGS OF SECTIONS OF TUMOURS. 


Dr. SquancE shewed a series of beautiful drawings of sections 
of tumours, including the following :--Lymphosarcoma of kidney, 
cystic sarcoma of testicle, and small round-celled sarcoma of 
testicle ; of sections of small round-celled sarcoma, melanotic 
sarcoma, Myxosarcoma, giant-celled sarcoma, spindle-celled sar- 
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coma, chondro-sarcoma, osteoid sarcoma, osteo-sarcoma, sarcoma- 
myxomatodes, cystic sarcoma, squamous-celled epithelioma, 
columnar-celled epithelioma, scirrhus or chronic cancer, ence- 
phaloid or acute cancer, colloid cancer, ovary shewing graafian 
follicles, and first, second, and third stages of adenoid proliferous 
ovarian tumour. 


Dr. SquanceE explained that the drawings were made principally 
from specimens obtained in the private and hospital practice of 
the President and his colleagues on the staff of the Sunderland 
Infirmary. 


Mr. Morison inguired as to Dr. Squance’s views with regard to 
the mode of origin of ovarian cysts. 


Dr. Squance: In reply to Mr. Morrison’s question, I may say 
that while I consider the ordinary monocystic ovarian tumour 
commences in a distended graafian follicle, I think the proliferous 
adenvid tumour commences from some of the cells of the germinal 
epithelium which have never developed into graafian follicles, and 
have remained dormant until from some cause proliferation has 
occurred, resulting in the starting of a new growth. Such centre 
or centres, when seen in the fibrous stroma, present the appearance 
of spongy tissue, and as they develop form the small cysts lined 
with a beautiful columnar-celled epithelium, which are found so 
abundantly in a later stage of the growth. Some of these cysts 
increase in size, while others are crushed between suriounding ones. 
In some, processes encroach on the interior, and may completely 
“bridge” a cyst, dividing it into two. But while the majority are 
ingrowths, some outgrowths occur, which invade the newly- 
developed fibrous tissue (the result of irritation), and supposing 
the top of one of these processes Ne transversely, then the 
appearance presented in the first “spongy” tissue would be 
repeated, and a new infective patch of epithelium be found, which 
again would develop into a cyst, and so proceed ad infinitum. 
The fluid contained in these cysts is structureless and stains 
slightly with picro carmine. When tumours commence in both 
ovaries about the same time the cause is probably similar. I 
think the adenoid proliferous tumour resembles columnar-celled 
epithelioma occurring in other parts, and is really a malignant 
erowth. Sarcoma of the ovary, of course, has its starting point in 
the connective tissue stroma ; and just as the adenoid proliferous 
tumour probably originates from cells which have not been 
developed into graafian follicles, so a sarcomatous tumour springs 
from embryonic cells which have not been developed into connec- 
tive tissue. I consider that malignant growths occurring in the 
ovary or testicle should be placed in a different category to 
malignant growths occurring elsewhere, as far as prognosis is 
concerned, as I believe if early removal is practised there can 
be no local infection, 
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CANCER OF LUNG. 


Dr. Oniver: This lung was removed from a man who was 
admitted into the Infirmary suffering from pain in the right chest 
and a sense of shortness of breath. Until a year ago he was quite 
healthy. At this time he was rather suddenly seized with pain in 
the right chest, which has continued ever since. On examination, 
it was noticed that the superficial veins on the right chest, and on 
the abdomen generally, were enormously distended. ‘The heart 
was found, on examination, to be healthy; but distinct dulness 
was detected over the right side of sternum, extending from the 
second to the fifth costal cartilage, where the percussion note again 
became resonant. Our diagnosis was malignant tumour of the 
root of right lung. He died a few days after admission, and at the 
post-mortem Wwe found, as shewn here, the upper part of the right 
lung—its root, and a few glands in this neighbourhood, all involved 
ina hard white mass of ne wly formed tissue——evidently a lymphoma. 
The growth, too, surrounded the right bronchies and its divisions ; 
also the inferior vena cava, whose walls were incorporated in the 
malignant mass. The superior vena cava and its tributary on the 
right side were filled with firm adherent clot. 


ULCERATIVE ENDOCARDITIS. 


Dr. Ottver: This heart was taken from a woman, aged 46, who 
died a few days ago. When admitted she was extremely ill. 
There was general anasarca, orthopneea, and albuminuria, scanty 
urine, and double murmurs over aortic area, with a systolic mitral. 
Six days ago she had a rigor. The temperature rose to 103. I 
regarded this as due to either a pulmonary thrombosis or a renal 
embolism of a septic nature, and accordingly was on the outlook 
for signs of haemorrhage from one or other of these organs. On 
the third day there was severe hematuria, and it was noticed that 
the murmurs over base of heart had become extremely loud aul 
rough. Ulcerative endocarditis was now diagnosed. At the 
post-mortem the pericardium was adherent to the heart, aortic 
valves are seen to be the seat of recent ulceration, and perforation 
and numerous recent infarcts are seen in the kidneys. 


Professor Puitipson concurred with Professor Oliver, that the 
occurrence of rigors and pyrexia of a pyeemic type, and metastases, 
were important in the establishment of the diagnosis of ulcera- 
tive endocarditis. Further, that im general the case steadily 
progresses towards a fatal termination. 
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CHOREA IN PREGNANCY. 


By R. CREWDSON BENINGTON, M.B., &c.; Fell. of Obst. and British 
Gynecological Society ; Member of Council of Br. Gy. Soc., 1886-7... 


The close relationship existing between the genitalia and chorea 
is evidenced by its not infrequent occurrence in boys, owing to a 
tight or adherent prepuce ; by its frequency in girls before the age 
of puberty, subsiding as the menstrual flow becomes established, 
or becoming exacerbated at the menstrual epoch ; by its occur- 
rence in both sexes owing to the presence of ascurides, and by its 
appearance as a complication of pregnancy. 

In this condition it is rare, and but few cases are on record. In 
his well-known paper on the subject, Barnes, in 1869,! collected 

and described 56 cases, obtained from various sources, occurring 
during pregnancy, and two in which it appeared after delivery. 

In his 56 cases there are 17 deaths, giving a mortality of 30 
per cent. 

Amongst the causes of death are: 1 from ulceration of intestines, 
9 from diseases of brain and spinal cord (softening and congestion), 
3 from heart disease, 1 from congestion of brain and deposit on 
aortic valve, and 1 from albuminuria, (this patient had scarlet 
fever when 3$ months pregnant, and became eclamptic—systolic 
bruit). nee 

Fehling,? 1874, collected 12 more cases, making a total of 
68, with 19 deaths, or mortality of 28 per cent. Schwechten;* 
1876, brought the number up to 80. Splegelberg,* 1877, 
brings them up to 84, with 23 deaths, or 27°3 per cent. The 
addition of my cases brings the total number now recorded to 91, 
- with a mortality of 25°8 per cent., a percentage which I hope to 
see still further reduced. | 

Mrs. P35 wt. 18 years, consulted me in 1881. She was six 
months pregnant with her first child. She had been suffering 
from choreic movements for three months, affecting principally 
her right arm and leg, also the right side ‘of face; owing to the 
loss of control over “het right leg she had some difhculty in 
walking. 

She had been a healthy girl—never had rheumatic fever. At 
the age of seven she had chorea for six months, attributed to a 
fright. She said her right side was most affected at that time. 
She got quite well, and had no return till three months ago. 

I prescribed valerianate of zinc, gr. 1, three times a day, and 

saw no more of her till her confinement. I found she had been 








Trans. of Obst. Soc., vol. x., 1869. 
2. Archi. fur Gynecol., B vi., 1874. 2. Schv echten, Ueber Chorea Gravidarum. , Dis- 
sertation Halle, 175 ‘Spiegelberg, Textbook of Midw rifery. New Sydenham Soc., 1887. 
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very bad with the chorea duriug the later months of her preg- 
nancy, and had not been able to get out for a long time ; but as 
she thought her condition due to the pregnancy she did not tl ink 
it worth while to send to me. Her labour was natural at full 
term, but the child was born dead. Choreic movements quickly 
subsided, so that by the end of her puerperium she was quite 
well. 

In 1883 she came again, eighteen months after her first confine- 
ment. She was now seven months pregnant. She had suffered 
from choreic movements for the last three months, which had 
gradually increased in severity. It was all she could do to walk 
with her mother to my house. I again prescribed valerianate of 
zinc. A month after I was called to see her; she was much 
worse ; she was listless and depressed ; her face had assumed that 
expression so characteristic of mental prostration ; she answered 
questions with a great degree of uncertainty, and referred to her 
mother for almost every answer; she had not been out for some 
time ; suffered from sleeplessness, and the movements were most 
violent, again affecting particularly the right side. I tried bro- 
mides and succus cornium. <A week later the movements were so 
strong and constant that she could not rise from her bed, and at 
times had to be actually held down, After consultation with a 
friend, it was decided to induce premature labour at once. On 
the evening of March 14th I passed a flexible bougie between the 
uterus and membranes. On the 15th labour came on, and she 
was delivered. The child lived twelve hours. The movements 
eradually ceased. 

I saw her again in October, 1884, when she again called to 
engage me for her confinement, expecting February, 1885. 
Choreic movements had again commenced. I examined her per 
vaginam, and found great laxity of the vagina; a slight tendency 
to cystocele, and the whole pelvic contents squatted. I inserted a 
ring pessary, and instructed her to come and see me again soon. 
To my surprise, I saw no more of her till I was sent for to attend 
her in her confinement on February 27, 1885. 

She had gone her full time, had a natural labour, and gave birth 
to a living child. During the later months, that is, after the in- 
troduction of the pessary. she had an alleviation of her symptoms. 
Choreic movements persisted to some slight extent, but she was 
not troubled sufficiently with them to cause her to consult me. 

This case is of extreme interest; and when contrasted with 
others recently reported, tends to elucidate further than has 
already been done the vexed question of etiology. 

I have collected four cases occurring since any large work on 
the subject has Leen published. I have tabulated the principle 
features of each, and the following is a summary :— 

In the seven cases one had had rheumatic fever previously ; 
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four were married women—one not, two unrecorded; one only had 
had a previous attack of chorea—she had not had rheumatic fever, 
and attributed the chorea to fright. 

In this case (my own) the chorea returned three times in 
successive labours. Spiegelberg’ says that one attack does not 
pre-dispose to another. Playfair? says one attack does pre-dispose 
to another. The fact is, that there are five cases recorded in 
which it has done so. Barnes,® Lever, and Gubler each report 
one case in which it recurred once. Mr. Lawson Tait,* one in 
which it recurred three times, the patient succumbing in her 
fourth attack; and that reported by myself in this paper, in 
which it recurred twice. Mr. Lawson Tait’s patient had had 
rheumatic fever and chorea before pregnancy. At the autopsy 
there was found a clot of blood in the velum interpositum ; heart 
healthy. Sugar detected in urine before death She had another 
attack of chorea besides those already mentioned between her 
second and third pregnancies, which came on during typhus fever. 
Shortly before death movements came on with augmented severity, 
and she died with symptoms of apoplexy. 

Insomnia, mental prostration, or excitement, delirium, delusions, 
and mania are the complications mentioned. 

Age all under 26. 

The right side was most affected in five, the left in one—the 
other not specified—most are described as bi-lateral, thus verifying 
the statement of Romberg, °‘‘ that the chorea of pregnant females 
is almost always bi-lateral.” 

Cure in all—Five went to full term; in the two which did not, 
labour was induced. In three, symptoms were alleviated ; in one, 
by dilatation of the cervix ; in one, I venture to suggest, as I shall 
shew further on, by a physiological process; and in one, by the 
relief afforded to pelvic contents by a pessary. 

An analysis of Dr. Barnes’® paper shews that out of 41 non-fatal 
cases 4 had previously had rheumatic fever, 3 were all the same 
case, 8o, in reality, this should only be 2; 16 had suffered from 
chorea previously, of which 3 were all one case, so this should be 
14 actual eases. Out of 17 fatal cases 2 had suffered from rheu- 
matic fever, and 2 from previous chorea, 1 of them being the case 
mentioned before, as reported by Mr. Lawson Tait, in which it recurred 
4 times. Out of 41 non-fatal cases, 27 well to full term; 7 were 
naturally delivered prematurely ; 7 artificial labour was induced 
prematurely ; in 13 cases no cause is put down; psychical causes 
in 15; mixed causes, such as vomited a lumbricus; vomiting of 
pregnancy, prostitution, &c., 6. 

The causes of death, as quoted from Barnes, shews conclusively 








1. Opus Cit. 2. Treatise on Sci. and Pract. of Midwifery, 1886. 3. Barnes’ Opus Cit. 
4. Dublin Journal of Med. Soc., 1868. 5. Lehrbuch du Nervenkran Rheiter des Menschen, 
Berlin, 1857. 6. Opus Cit. 
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that we are dealing with a disease in which various pathological 
conditions are found to exist post-mortem. In a case reported by 
Dr. Simpson,! the cause of death is admitted to have been pul- 
monary congestion; there was-besides “some thickening of the 
dura mater, which was adherent, and great vascularity and effusion 
into the right ventricle, and recent capillary emboli in the kidneys, 
which had in all probability occurred in the last days, if not hours. 
of the patient’s life.” In another fatal case reported by . Dr, 
Ingleby,” the great turgidity of the brain is regarded simply as the 
effect of the disease ; and another, reported by Dr. Ogle,” in which 
the supposed’ cause of chorea is put down to the presence of 
lumbrici, the spinal cord was found softened; and I suggest to 
pathologists that the post-mortem appearances met. with in the 
brain and spinal cord, and even in the. heart, may be secondary to 
the disease itself, and not primary ; and here I call attention to 
the frequency of excitement, delirium, and mania. occurring in 
protracted cases, as evidence of cerebral congestion, and that in 
these cases we could surmise the post-mortem appearances to some 
extent existing; but the chorea is not ushered in with these 
symptoms—they develop as the disease progresses; and, again, 
in many of the-cases in which vegetations are found on the valves 
of the heart, they are acknowledged as quite recent, whilst the 
chorea has lasted for some time. . 

Kirkes in 1863, and Hughlings Jackson in 1874, strongly 
advocated the embolic theory; but the following considerations 
have made it, I think, untenable: rheumatic fever is most common 
in males ;*chorea is most common in females. Rheumatic fever is a 
disease occurring at all aves; chorea occurs most frequently in 
young people. In many cases of chorea there is no history of 
previous rheumatism; chorea is usually bi-lateral; the almost 
instantaneous relief afforded by delivery. ; 

Barnes,' in his paper, most strenuously opposes the embolic 
theory, and advances in its stead the theory that chorea is due to 
an altered condition of the blood, by which the nerve centres are 
excited to the manifestation of chorea, and states that this blood . 
change may be acute, as following fright or psychical shock ; or 
slow, as from the action of bad food or zymotic poison. This 
altered condition of the blood, he thinks, would not. be of itself 
sufficient to cause chorea ; but it would do so in a patient predis- 
posed to the condition either by previous attack or idiosyncerasy. 

Fehling® and Spiegelberg* regard those cases which “recover, 
or for which no special cause can be found, as reflex neurosis, 
which, when there is a predisposition, develop under the influence of 
insufficient nourishment to the centres (due to impoverished state 
of blood) and of peripheral irritations in the generative organs.” 
Paul Mundé® agrees with the suggestion, and supposes his case 





1. Obst. Journal, 1876. 2. Barnes op. Cit. 3. Opus Cit. 4, Opus Cit. 
5, Am. Journal Obs., 1882, 
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‘was one of these.” If the blood condition be such an important 
factor, how is it that the cessation of symptoms is so immediate on 
delivery? It is well known and accepted that irritation of the . 
nerves of the genito-urinary system will cause symptoms of various 
kinds in parts far distant from the seat of lesion; and when we 
take into consideration the extreme nervous susceptibility of the 
pregnant woman to outside influences, we can easily comprehend 
that influences which in the unimpregnated state might have little 
or no visible effect, may in the pregnant condition be potent factors 
in the genesis of the disease. , 

In 1875, Dr. Copeman,’ of Norwich, accidentally discovered 
that dilatation of the cervix caused immedinte relief to the vomit- 
ing of pregnancy ; and Dr. James Oliver, of Soho Hospital, wrote 
confirming this. It is now one of the recognised forms of treat- 
ment. Cases of vomiting in pregnancy cured by attention to 
erosion of cervix and cervical catarrh are very frequent. ‘Some 
authors in the treatment of eclampsia lay great emphasis on not 
attempting, except under certain circumstances, to hasten labour 
by any manipulative measures. Why? Because they say any 
such endeavours are likely’ to bring on an exacerbation of the 
condition. Is not this acknowledging the reflex origin of 
eclampsia, and directly indicating the line of treatment? Feh- 
ling,*? in his paper on chorea, also mentions that in his case 
internal examination caused a great increase in the movements. 

Dr. Kane® has written an elaborate and excellent paper on 
“ Chloral Hydrate ; its use in obstetric practice.’ He calls atten- 
tion to its effect in dilating the cervix, and speaks most highly of 
it in cases where the first stage of labour is prolonged in conse- 
quence of thin undilatable os. 

Playfair* speaks of it in as high terms of praise under similar 
circumstances. 

Kane also gives an analysis of 62 cases of eclampsia, with six 
deaths, in which chloral, either by itself or in conjunction with 
other means, was used. In 38 of these cases chloral alone was 
used, with one death, which occurred from acute mania on the 
fourteenth day. In the vomiting of pregnancy, chloral ad- 
ministered by rectum has also been proved in many cases to be 
most efficacious ; those, I suggest, in which an unyielding condi- 
tion of the cervix existed ; in fact the same class of case as are 
relieved by mechanical dilatation. 

I have entered into these particulars at some length to prove 
that the vomiting of pregnancy and eclampsia, in many cases, arise 
from irritation in the cervix-—that this condition ceases as the 
cervix dilates, and that chloral will effect the dilatation. What 
evidence have we that such a condition will cause chorea ? 








1. Br. Md. Journal, May 15, 1875 ; Sept. 28, 1878. 2. Opus Cit. 
3. Am, Journal of Obstetrics, 1881, 4. ‘Treatise on Sci. and Practice of Midwifery, 1886. 
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I call particular attention to cases 1, 4, and 7 in the appended 
table. No. 1 is reported by Dr. Wade, No. 4 by Dr. Handfield 
Jones, and No. 7 by myself. In each of these cases relief was 
afforded by treatment directed to the removal of some source of 
irritation. 

Dr. Wade,! acting upon the suggestion thrown out by Dr. Cope- 
man, dilated the cervix of his patient to an extent of two-and a- 
half inches. ‘The dilatation was effected by introducing two 
fingers through the os, and forcibly separating them to the fullest 
extent; total dilatation being about two-and-a-half inches.” 

The second case I call attention to is that reported by Dr. 
Handfield Jones.2, Chorea movements first came on when the 
patient was fourteen days pregnant; she was treated with generous 
diet, tonics, &c., and after three months treatment was cured. I 
think it is a fair presumption that in this case, which occured so 
very much earlier than usual, that the uterus caused some irrita- 
tion in the pelvis, which was removed when the uterus rose out of 
the pelvis, owing to physiological causes which corresponds to the 
third case, No. 7, that reported by myself, when the general 
dropping of pelvic contents was sufficient to re-kindle the spark 
that existed, but which was extinguished by the support afforded 
by a pessary. 

Treatment.—When looked at fzom the standpoint of a reflex 
neurosis, the treatment resolves itself into the removal of the 
cause. I have shewn how a tight unyielding cervix will cause 
vomiting, chorea, and eclampsia; that they are all curable by the 
same treatment, viz., dilatation of the cervix, and that this dilata- 
tion may be effected by either mechanical means or the admini- 
stration of chloral. 

That it may also arise from the irritation of the uterus in the 
pelvis we can readily believe, when we consider the various reflex 
phenomena accompanying some retro-displacements (even to the 
exaggerated condition of insanity),® and that it does do so and is 
amenable to ordinary treatment, I think that I have proved by the 
cases instanced. Therefore the primary indication before treat- 
ment. is to search for a cause of irritation, and I believe that, as 
pelvic examinations become more common, we shall become more 
able to recognise such causes of irritation. (The frequent associa- 
tion of vomiting in pregnancy and cervical catarrh would seem to 
throw out a suggestion.) In obstinate cases in which a cause can- 
not be detected, I think chloral] holds out the best hope of relief ; 
and as a means of inducing labour with tlie least amount of irrita- 
tion, it appears to be well worthy of trial. 





1. Trans. Obst. Soc., 1880. 2. Trans. Obst. Soc., 1889. 
3. Benington on Hystero-Psychosis ; Trans. Br. Gy. Soc., 1889. 











*84U9}UOD OTA 


“£IeSsog ‘opis qYSIY "So X |"WUI0} [[N YT} -[ed Jo AYIXBT ‘yjuow yyF} ¢ [occ ce ‘0d 0d “ON Tah oe eee eree ‘od (2) 
"INoqey] UOVAISOLT [V4 
jo uoyonpuy ‘opis qysny ‘saq{ ccc tt tts |-uayy eruUosuy| ‘yguom uaF] g [7+ +S ‘od od ‘ON 62 io aS ooo 36 see ee od (9) 
‘opis qUsny ‘Sa Rlcultod Tima oo | eounpAS | TP pete QUST of) sy “ON 5 (NE SO Cis eee “uo SuIUEg (¢) 
“anoqgey [4 penuly 
-u0d0 pue ‘peseod 
vo10yo sv UO oUIVO *SOLUOT, So] puv *SsyqUOUL *SUOISNIO(T "6881 {009 
WI 4Jo] JO SISATVAVG | JOIP Snoatouey | ‘spuvy ‘sovg |°°°"| g¢ UL aanO | pue wnttog | “AepuysT | 1 lc’ ura gS ‘ON ‘ON 6L | 4SqQO ‘suBay, SouOr pjeypuey (F) 
‘uo 
oulee va1OYyo 
“INOgGVyT *SUOISHIOd alojoq sAvp “68ST 6008 
JO WOTfonpuy ‘opis WoT foc ttc | pue ere | “qjyuom mF) T |P IUSty e pe ‘ON ‘ON a | “48qO ‘sued, |Sou0L pfoypury (¢ 
~teor ‘Aep puooes 
uo ‘diay, ‘porved 
-dvsip 4UusulezIOxe 
Tequetm pue veroyo 
yjoq YeoM puodes 
Jo pus 4e ynq ‘ATOATT . 
-ap 104ye Avp Y4XIS 6881 “S4SqdO 
uo pelinodo eluyyy [ct] We QUST [san] ug [[Mg| “elutmosuy =| “YguotU ya,| g [Te necks ‘ON ‘ON &Z 70 “fury joy" 2°"? Spun (e> 
*XTAIOD “oHae oi) ie ‘088 “OSST ‘008 
jo uote} elIq ‘puey qUsKy "ON | teizO) Ppl =) QUO Ip 1 IN iba Ne a “ON savad Z "IPSS SUSE ae apem (1) 


oe 


*poyoore 


‘quotwUzVOLL | qsout syavg 


“SUUVNAY 


5 -49SUO S JERS ‘earoyQ | q0AeqT |. | ‘UORvUTAIOJUT 
| cymsoy SUOTIVOTTAWOD Jo oyeq g snoroid snotaadgy | “nour 00V jo 901n0g Ioj10doy 
2 ¢ jo osneg 


ee Se ee ee ee ee ee ee ee 
te eS Saaa=a=aueoueoa0a“c0g00z0O0e0uoeleaoeoaoaoaoanwaoooooooooaoaoaooos=s: 





NORTHUMBERLAND AND DURHAM 
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JANUARY MEETING. 


THe FourtH Montuty Meerine of this Society was held in the 
Library of the Royal Infirmary, Newcastle-upon-Tyne, on the 
evening of Thursday, 9th January—Dr. Murphy (President) in 
the chair. | 





NEW MEMBERS ELECTED. 


Calcott, J..T., M.D., Coxlodge Asylum. 
Murray, Geo., M.B, Swinburne Castle. 
Beveridge, R. E., M.B., Sunderland. 


NEW MEMBERS PROPOSED. 


Laws, Cuthbert, M.B., Newcastle. 
Percival, A. S., M.B., Lovaine Crescent, Newcastle. 
Hindle, J., M.R.C.S., Bensham Crescent, Gateshead. 


RESIGNATION OF MR. W. DODD. 


The PRESIDENT intimated that Mr. Dodd had resigned the office 
of Librarian, and also that of Treasurer to the Society. Dr. Limont 
would act as Treasurer till the end of the Session, and Mr. Cathrac, 
the newly-appointed Librarian, would attend on the evenings of 
the meetings to give out and receive books. 


The PresIpENT proposed a vote of thanks to Mr. Dodd for his 
long and valuable services to the Society; the proposal was 
seconded by Professor Painreson, who said Mr. Dodd left with 
the esteem and good wishes of the Society. 


CHARCOT’S JOINT. 
Dr. Gowans showed a man with this affection of the knee, 
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TOTAL ADHESION OF SOFT PALATE TO POSTERIOR WALL OF PHARYNX. 


Dr. Ropertson: This case, Mrs. C., eet. 25, married, was admitted 
into the Surgical Home of the Throat and Ear Hospital, 23rd 
December, for the purpose of operation. She presented all the 
symptoms of obstructed nasal respiration, while smell and taste 
were deficient. The whole of the soft palate, with the exception of a 
probe-sized aperture behind the uvula, was firmly and evenly united 
to the posterior wall of pharynx. The posterior pillar of the fauces 
on each side is also evenly united to prevertebral structures. There 
is difficulty in swallowing and nasal intonation of voice, vacant 
look, and depression of spirits and vitality. The operation consisted 
in freeing the denser part of the adhesions with a suitable knife, 
and then introducing the finger to strip the poster or pillars from 
prevertebral parts to the necessary extent. The soft palate seemed 
to be attached throughout its extent to posterior pharyngeal wall, 
but after thorough separation of it and pillars the whole fell freely 
forward and at once permitted free respiration and escape of 
retained secretions. The voice at once became more normal. In 
order to prevent subsequent occurrence of the anomally a hard 
gum, perforated, plate was fashioned.and run into position by two 
cords introduced through nares by Belocq’s sound. This was 
found to suit admirably, was agreeable to patient, and interfered 
neither with respiration, swallowing, or antisepsis of surrounding 
_ parts, which were freely irrigated with boracic acid solution. As 

there is little or no inconvenience from plate it is proposed to let 
it remain for some time, although now the parts seemed to have 
healed over, in order to counteract subseqvent contraction. 

Remarks: Partial adhesion of palate to posterior wall are often 
enough met with, but of the rarest occurrence is such as we have 
in this case, as Kuhn shews. The results of the operation seem 
all that could be desired. The palate has now almost its normal 
length and mobility. The plate and its mode of retention are 
simplicity itself compared with the cumbrous measures adopted, 
under similar circumstances, hitherto. The etiological factor in 
this case is somewhat obscure. Syphilis, lupus, and diphtheria 
are to be taken into account. The patient suffered from inflamma- 
tion of the throat for five or six weeks before the nasal obstruction 
set in, a circumstance which might point to syphilis, but there are 
few other indications of specificity in case. Anterior rhinoscopy 
shew nothing abnormal. Since operation the patient has improved 
generally. 

EXHIBITION OF PATIENTS. 


Dr. Drummonp: said: Mr. President and Gentlemen,—There 
happens to be an interesting group of nervous cases in the wards 
of the Infirmary at present, to a few of which I desire, with your 
permission, to call your attention. I proposed to bring under your 
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notice a striking cas? of alcoholic paralysis, with the object, 
especially, of illustrating the cerebral or mental symptoms of the 
disorder; but, unfortunately, my patient dicd a few days ago. 
I have had, however, the opportunity of examining the hody 
carefully, and I shall be able, I hope, to adduce some facts of 
importance before the Society at a later period. 


CASE I.—HEMI-ANASTHESIA DEPENDING ON ORGANIC 
BRAIN DISEASE. 


This patient is an interesting example of gross brain disease 
with hemi-aneesthesia, a symptom, when marked, of considerable 
rarity. He is a farm labourer, aged 36, and was admitted into 
the Royal Infirmary on December 16th, 1889, complaining of 
loss of motor power and sensibility of the left side of the body. 
He states that 18 months ago he noticed for the first time a sense 
of numbness in the fingers of the left hand. This increased slowly, 
and soon he was unable to fasten his buttons, or to tie the string 
round a bundle of faggots, which it was his duty to cut. He next 
observed that the sensation in the fingers was so far impaired that 
he felt no pain when he cut himself, an accident that happened 
repeatedly. The loss of sensation now travelled up the arm, and 
extended to the left side of the trunk. About six months later the 
left leg became affected, and he ovserved that he did not feel the 
floor with his bare foot. Then the power of the left arm began to 
fail, and the limb became stiff. This was followed in about a 
month by weakness in the left leg, so that the limb repeatedly 
gave way under him in walking, and later it became stiff. From the 
first he complained of frontal headache from time to time. Occa- 
sionally he vomited, but, apparently, neither headache nor vomiting 
were ever prominent symptoms. There is no history of syphilis ; 
the family history is fairly good, except in the case of his father, 
who died suddenly, he states, from apoplexy. The patient, it will 
be seen, has a very large head, suggesting hydrocephalus. This 
was the case from early life. He exhibits a certain degree of 
paralysis of the left arm and leg, with, at times, a slight paralysis of 
the muscles of the left side of the face. The arm and leg are stiff, 
and his power of grasping with the left hand is decidedly impaired. 
But the most noticeable sign is anesthesia of the left arm and leg 
and left side of the trunk, which are practically deprived of sensi- 
bility. The left side of the face is also anesthetic, but in a much 
slighter degree. The knee-jerk is somewhat exaggerated on both 
sides. There is no optic neuritis. The conclusion I have come to 
is that the patient is suffering from a very slow growing tumour of 
the internal capsule on the right side; and that the growth is pro- 
bably making its way forwards and inwards through the posterior 
limb of the internal capsule. 
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CASE II.—-PARALYSIS WITH WASTING OF UPPER FXTREMITIES. 


The next case is interesting, and exemplifies the difficulty there 
often is in distinguishing between peripheral and central lesions in 
paralysis of the upper extremities. The patient is a sailor, aged 57, 
and was admitted into the Infirmary for the second time, on the 
10th December, 1889, complaining of paralysis of both forearms. 
I had him under observation four years ago, when he was suffering 
from a very similar condition. He stated at that time that he had 
been shipwrecked some seven months before his symptoms began, 
and in consequence was much exposed to both hunger and cold, and 
to this he ascribed his illness. The paralysis began in the right 
hand (thenar eminence), and soon extended to the neighbouring 
interossei, and later to the corresponding muscles of the le!t hand. 
When I first saw him (four years ago) there was marked wasting 
and paralysis of the muscles of both forearms and hands, those 
supplied by the median nerves were most affected. The power of 
flexing and extending the fingers and wrist was much impaired; 
whilst the abductor pollicis, the opponens pollicis, and the outer 
head of the flexor borsis follicis had practically disappeared, 
particularly on the right side. The weakened muscles responded 
feebly to both forms of current, but no response could be got in 
the muscles that were most wasted. No anzesthesia was detected. 
After six weeks’ stay in hospital—treated vigorously by Faradism, 
&c.—he improved so much that he was able to go to sea again, 
and for three years he continued his employment as a sailor. 
Nine months ago he observed once more the weakness and wasting 
of the muscles of the hands and forearms, and when admitted for 
the second time into the Infirmary—now four weeks ago-—the 
appearances were strikingly suggestive of advanced proyressive 
muscular atrophy. The forearms were very weak, and he could 
“scarcely close his fingers, whilst the muscles were wasted. <A 
limited patch of anesthesia of the skin of the ulnar region near 
the right wrist was the only sensory disturbance made out. He 
has again improved very markedly, and now he has two very useful 
limbs. The treatment this time has consisted in the use*of the 
interrupted current, massage, and ;{jth grain of strychnia injected 
hypodermically every day. 

My reason for bringing the case before the Society is to exemplify 
the fact that in some cases in which the symptoms point to pro- 
gressive muscular atrophy as the lesion, the prognosis may be 
favourable. There was no history of syphilis, and the patient will 
not confess to alcoholic excesses. 


Dr. Otiver: I am inclined to regard this case as one of peri- 
pheral neuritis due to traumatism. It is true that there is tremor 
in the left arm and leg, but it seems to me to be communicated 
to that side of the body from the right arm. I cannot say which 
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nerve in the right arm particularly is affected—probably more 
than one. Dr. Drummond has told us of the injury which the 
man had, and of the severe bruising which the soft tissues received 
—the man, in fact, being simply hauled upwards by his arm caught 
in the machinery. Now we cannot speak definitely as to what 
occurs in compound nerves when they are suddenly and severely 
stretched. It is just possible that all the fibres in the nerve have 
not the same resistance to strain: some, therefore, may have got 
torn, others simply stretched : or effusion may have occurred under 
the sheath of the nerve, or inflammatory exudation may have taken 
place around the nerve as the result of bruising. In one way or 
other, therefore, it is conceivable how various nerve fibres may 
have suffered differently : hence the explanation of tremor, paresis, 
and aneesthesia. Tremor is met with in peripheral lesions. I 
have seen it in lead poisoning. It is, in short, the combination of 
tremor, paresis, and anesthesia that, in my opinion, suggests a peri- 
pheral lesion. Had anesthesia been absent—-and in this case it is 
shewn that it is extremely lmited—I think Dr. Drummond’s 
view as to the existence of a central lesion would have been mate- 
rially supported. Loss of sensation is not generally met with in 
paralysis agitans. The term “ traumatic neurosis” is applicable, 
but is scarcely comprehensive enough for this case ; for I cannot 
but think that neuritis is present to a greater or less extent. 


CASE III.—-TREMORS AND PARALYSIS OF THE ARM 
FOLLOWING INJURY. 


This, the third case, is one upon whick I[ would like the 
opinion of the members. The man is 48 years of age, and was 
admitted into the Infirmary for tremor and paralysis of the right 
arm. He is a machine-man, and his present condition is the result 
of an accident that occurred about twenty weeks ago. When at 
work his right arm was drawn between the belt and the wheel up 
to the shoulder. He was with difficulty extricated, and his arm 
was much bruised. For six weeks splints were applied. After 
their removal the arm was found to be stiff and comparatively 
powerless, but seemed to improve slowly during the next fortnight, 
when it was observed that the hand shook at times. The tremor 
increased until it became almost constant, except when he was 
asleep. On admission his right arm was much affected by tremor, 
and was weak and rigid. The skin was smooth and shining, 
and considerable anesthesia was apparent. The tremor is almost 
constant, and is decidedly increased by excitement. The oscilla- 
tions are short, and resemble the shaking of paralysis agitans. 
In my opinion the patient is suffering from a peripheral lesion, as 
shewn by the paralysis—sensory and motor—and the vaso-motor 
and trophic disturbances of the skin; but I believe he is also the 
subject of paralysis agitans, which I fear will eventually become 
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general. The muscles respond, but very feebly, to both forms of 
current. 


Drs. Gowans and Murray, and Mr. Paas, joined in the discus- 
sion on these cases. 


SUBCLAVIAN ANEURISM. 


Dr. Ouiver: Last session, Mr. President, I exhibited a patient 
suffering from aneurism of the right subclavian artery, and Prof. 
Annandale, who was present at the meeting, suggested as a line of 
treatment an operation which was so severe in character that we 
have not followed out his recommendation. It is with the view of 
obtaining a surgical opinion that I bring this other case forward 
to-night. The man is aged 50. He served in the Artillery for 12 
years—more than 12 years ago—since then he has been a floor- 
cloth maker. There is no history of syphilis nor of alcoholic 
intemperance, but a history of his having had jungle fever when 
in India, followed by ‘congestion of the liver,” and of his having 
had a bad attack of rheumatic fever eight years ago. He was an 
inmate of Guy’s Hospital 34 years ago, where he received con- 
siderable benefit from the administration of iodide of potassium. 
He returned to work, but a few months ago he again broke down 
and went to St. Bartholomew’s, where he was under the care of 
Sir Dyce Duckworth, and latterly was under the observation of 
Mr. Langton, who, it is said, regarded the case as one likely to 
necessitate, and be benefited by, ligature of the subclavian artery. 
There is a well-marked systolic murmur over the mitral area, with 
a peculiar doubling of the second sound which is very murmurish, 
and the pat:ent at the same time is the subject of aortic regurgita- 
tion and dilated aorta. Underneath and above the right clavicle 
can be seen marked pulsation, attended by a distinct thrill, and 
over it a loud thud can be felt and heard rather than a murmur. 
The pulsation is more distinct when patient is in the recumbent 
position, The existence of aortic incompetence and dilated aorta, 
and the proximity of the aneurismal dilatation to these would 
render, in my opinion, a surgical operation, such as has been 
intimated, a very serious procedure, but I shall be glad to hear the 
opinion of my surgical friends upon this point. It is true that 
there is also some aneurismal dilatation of the left subclavian 
artery, but it is not nearly so distinct as that of the right. 


The PresipENT, Messrs. Pace, WiILLIAMSoN, and Morison spoke 
on the case. 


STEPHEN PAGETS TUMOUR OF THE PALATE. 


Mr. Pace: This is a good example of a somewhat rare and 
interesting surgical disease, well described by Mr. Stephen Paget 
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in the Saint Bartholomew’s Hospital report for the year 1886, and 
called by him adenoma. It was removed from the throat of a man 
aged 40 years, a few weeks ago. It grew in the submucous areolar 
tissue of his palate, filling his throat, and lying upon the left side 
of the roof of his mouth. The finger could be passed beyond it on 
the right side, and, by dipping, deeply into the throat below it; 
but it was imbedded so firmly in the tissues on the left side of the 
throat that it was impossible to say what its connections on that 
aspect might be. Patient’s attention was drawn to the growth by 
dificulty in breathing, more particularly at night, and from some 
uneasiness in swallowing; and it is a very remarkable thing, a 
peculiarity of this disease (to which attention has been drawn by 













































































































































































Mr. Paget, J. Hutchinson, and others), that it was only some three 
weeks before admission to the Royal Infirmary the man knew of a 
growth in his throat, though, as you see, the tumour is of con- 
siderable size—about that of an ordinary hen’s egg. For two years, 
however, the patient was aware of some difhculty in his mouth, as 
he expresses it, though apparently the cause was never searched 
for. I was surprised at the ease with which the growth was 
removed. Laryngotomy having first been performed, his throat was 
stuffed with sponge, so as to allow no blood to find its way into 
the air passages, and then—his mouth being well propped open 
with a gag—a free incision was made through the mucous mem- 
brane above and on the right side of the tumour. By means of 
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the fingers the growth was rapidly and with great ease enucleated. 
Free oozing followed, but readily yielded to pressure. I am in- 
debted to -my friend Dr. Baigent, the senior house physician, for 

this drawing ‘of the growtr. 


BRAWNY CANCER OF BREAST. 


Mr. Pace: This patient, aged 47 years, is the subject of a rare 
malignant disease of the breast of brawny cancer, thus described 
by Mr. Bryant in the last edition of his work on the Practice of 
Surgery, “In some rare cases of cancer the disease appears as a 
brawny infiltration of the breast and integument over it, some 
erythematous redness and cedema being mixed with it at its onset. 
These cancers are of the worst kind and steadily d-stroy life.” 
The disease in this case has existed only for four months, and 
the patient’s health is already considerably impaired and broken- 
down. She complains of no pain in the breast, but she is losing 
flesh and daily becoming weaker. I do not propose to perform any 
operation, and believe life is likely to be prolonged by not 
interfering with the disease——surgically. 


PATHOGENIC BACILLI. 


Dr. Geo. Murray: Mr. President and gentlemen,— Before hand- 
ing round the specimens of pure cultures of various kinds of 
bacteria, I shall say a few words about the special part such cultures 
play in bacteriology. 

(a.) By means of such cultures, grown on gelatine or agar agar, 
we can obtain pure growths of any given micro-organism from the 
blood or tissues of a diseased animal. For example, we inoculate 
a sterilised tube of agar agar with the blood of an animal suffering 
from anthrax. The anthrax bacillus contained in such blood soon 
begins to grow on the surface of the agar agar. From the first 
tube we can inoculate a second, and in turn from it a third, and 
so on for several generations, till we have only the bacillus and 
none of the original blood in our tube. 

The possession of such a pure culture is essential for the proof 
of a causal relationship between a micro-organism and a disease, 
for Koch has wisely laid down that the four following conditions 
must be fulfilled before such proof is complete in the case of any 
given disease :— 

1. The micro-organism must be present in all cases of the 
disease. 

2. Pure cultivations of the micro-organism must be obtained. 

3. The original disease must be reproduced in a heathy animal 
by inoculation with the pure cultivation. 

4, The micro-organism must again be found in the animal in 
which the disease has been thus artificially induced. 
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(b.) These cultures are the means by which we can maintain a 
supply of the micro-organism for experimental purposes. Thus, 
if we re-inoculate the tubercle bacillus in a fresh tube every few 
weeks, we can have a stock of virulent tubercle bacilli always 
ready for many months. In this condition we can test the 
influence of temperature upon the growth of the culture. It was 
in this way that Pasteur found that anthrax bacilli gradually 
lost their virulence when grown at a temperature of 42 to 43 deg. 
C. The conditions favouring spore formation have also thus been 
investigated. By means of such cultures, then, we can efficiently 
test the action of disinfectants, such as heat, perchloride of 
mercury, and carbolic acid. The time taken to destroy the spores 
of anthrax is now taken as the standard by which we can test and 
compare various disinfectants and antiseptics. 

(c.) These cultures are also a great aid to the diagnosis of 
the species of a given micro-organism, for some assume quite 
characteristic forms of growth in certain nutrient media, and 
others form characteristic colours. When we have a fluid con- 
taining a particular micro-organism we arrive at a diagnosis of its 
species in the following way :— 

1. Examine a specimen under the microscope unstained. In 
this way we can see, by the form, if we are dealing with a micro- 
coccus, a bacillus, or a spirillum, which are the three main classes 
into which bacteria are divided. Further we can, in the case of a 
bacillus, see if it is straight or bent, if it has power of movement 
or not, e.g. the cholera bacillus is bent and can move itself. The 
anthrax bacillus is straight, and has no power of movement, as it 
has no flagella. By staining we can demonstrate the presence of 
spores in some bacilli, an important point of distinction. 

2. We make cultivations of our micro-organism in various 
nutrient media, as broth, gelatine, agar agar, and the form assumed 
by the colonies in their growth often gives important information 
as to the species with which we are dealing. 

3. When we have obtained pure cultivations of our micro- 
organism, we can test its effect upon animals by inoculation, and 
so determine if it is a member of the pathogenic or non-pathogenic 
class of bacteria. If by this inoculation a disease is induced in the 
animal, we can, by a study of the symptoms, arrive at a conclusion 
as to what the disease is. Some of the cultures which I will now 
hand round show the characteristic form assumed by the colonies 
in their growth. 

Anthrax.—The pathogenic importance of this bacillus has for 
some time now been firmly established, and the many interesting 
facts now known about it have been more thoroughly worked out 
than in the case of any other similar disease.’ On the sloping 
surface of agar agar in this tube the growth of the bacillus forms a 
dry film, light grey in colour, The growth in a gelatine tube has 
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a much more characteristic appearance, but it soon liquifies the 
gelatine. Under one of the microscopes you will see a colony of 
anthrax bacilli which was grown on a gelatine plate, and which is 
composed of great numbers of bacilli lying end to end in adjacent 
rows. 

Tubercle.—This bacillus will not grow on gelatine or ordinary 
agar agar, and for some time blood serum was the only medium 
which could be found to suit it. Now it has been found that it 
will grow on a mixture of agar agar and glycerine, as in this tube. 
It forms light greyish-white grains and scales, which accumulate in 
small heaps. This bacillus is also one whose casual relationship to 
tuberculosis in its various forms has been clearly established by 
Prof. Koch’s magnificent work. 

Tetanus.—This bacillus has special interest, as it is only recently 
that it has been found possible by a Japanese (Kitasato) to cultivate 
it pure. Its casual relation to traumatic tetanus is now firmly 
established. I have seen mice inoculated with the pure cultivation 
die with typical symptoms of tetanus. This bacillus is anaerobic, 
so it will only grow in the deeper parts of a tube nearly filled with 
gelatine or agar agar where the oxygen of the air cannot reach it. 
In the gelatine you see the colonies as white spots with fine pro- 
cesses running out into the gelatine in various directions. In its 
growth this bacillus produces a foul-smelling gas, bubbles of which 
you see in the culture in agar agar. If kept at a suitable tempera- 
ture, the amount of gas produced in such a culture is enough to burst 
the tube. Under the microscope you will see a specimen of the 
bacillus in its spore-bearing form. The spore, which is stained red, 
is situated at the end of the bacillus, which is stained blue, the 
whole having the form of a drumstick 

Cultures of the bacteria to which the following diseases are 
attributed were also handed round for inspection :—Asiatic cholera, 
glanders, pneumonia, hen cholera, diphtheria, typhoid fever, 
septicemia of mice and of rabbits, erysipelas. 


Dr, J. DRuMMonpD: I am sure we are all greatly indebted to Dr. 
Murray for shewing us such beautiful specimens and cultivations 
of the various bacilli and other micro-organisms. With regard to 
the attenuation of the virus of the various organisms, I understand 
Dr. Murray to say that it was necessary only to repeat the cultiva- 
tions, in a pure medium, for a given number of times, to attain this 
object. I have always understood that Pasteur had recourse to 
other expedients as well to weaken or attenuate the virus. I am 
thinking more particularly of chicken-cholera, anthrax, and hydro- 
phobia. I should be glad to hear if the other expedients to which 
I refer have been found unnecessary. - 
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SPECIMENS OF NASAL MUCOUS POLYPI, NASAL POLYPOID HYPERTROPHIES, 
AND NASAL PAPILLOMATA., 


Dr. Roperrson: According to above, non-malignant nasal neo- 
plasms readily arrange themselves into three classes, the most 
frequently met with and chief of which are the mucous polypi. 
These specimens, selected from about thirty cases operated upon, 
represent fairly the morphology, number met with, etc., of these 
growths. The largest was of gigantic proportions, but could not 
be extracted whole. This specimen, which consists of two con- 
siderable bunches of polypi, each bunch extracted whole at one 
effort, one from each nares, is worthy of attention. The patient 
was slightly frog-shaped in countenance. 

The Site.—This was principally in upper lateral part of the nose. 
The large specimen protruded out of the nose, and others were 
discovered only with the rhinoscope, posteriorly lying in the post- 
nasum. One of these blocked the ostium tnbes, causing deafness 
and otorrhcea. Another, situated anteriorly, blocked the tear 
canal, causing epiphora. None were found on the lower turbi- 
nated bone. In one case of lupus of upper air passages polypi were 
noticed growing from Hiatus semilunaris. 

Number.—This varied from 45 in one case to 2 or 3 in others: 
in one 16, in another 10, and so on. 

Symptoms.—In several cases these were not directed to nose at 
all, but to throat, etc. In one strange case dyspeptic symptoms 
were at once cured on removal of growths, not complained of, in 
the nose. Want of smell and taste, deafness, watery eye, and nasal 
obstruction were observed in cases met with. 

Nervous reflexes from the lungs were observed in more than one 
case, and not where the obstruction was extreme. These, as is well 
known, arise from various conditions, principally catarrhal, of irrita- 
tion of nasal mucous membrane. Generally speaking, in these cases 
nasal respiration was interfered with, and mouth breathing, with 
all its complicated evils, enforced. Normal respiratory rhythm 
was therefore abolished ; as a consequence, air in too great quan- 
tity, or too eold and dry, admitted to lungs. Normal exchange of 
gases thereby deranged, and from obstruction of lymph glands and 
blood supply from head, too much carbonic acid accumulates in 
blood or undullary centres, causing appearances of reflex symptoms, 
viz., cough or asthma. Removal of growths did not always cure 
directly, but subsequent treatment of collateral catarrh of nasal 
mucous membrane removed abnormal conditions. Other conditions 
noted, associated with nasal polypi, were hypertrophy, atrophy, 
and inflammation of nasal mucous membrane; broadening of 
nose; irritation in neighbouring mucous membranes—ew. gr., that 
of post nasum and back of throat—-z.e., granular pharyngitis, ete. 

Age.—Polypi were met with up to 72 years of age, and as early 
as 16 years of age. Majority in fourth decade. 
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Sex.—-Met with in equal numbers in both sexes. 

Histology of mucous polypus fairly displayed im sections and 
typical of these structures—This is delicate areole, limited by 
felted fibrous tissue enclosing spindle or round cells. At other 
points areole filled with fine granular masses (coagulated serum). 
Gland structure scarcely represented. Blood vessels with delicate 
walls noticed. General nature expanded peripheral lymph spaces. 

Method of operating.—fceurrence.—In no case were forceps 
used. These are found to so irritate the mucous membrane. that 
speedy recurrence is the result. Besides, in narrow noses, forceps 
cannot be opened. The cold snare and galvano-caustic point were 
the instruments employed with the help of good illumination. 
Post nasal polypi were removed with aid of rhinoscope per orem. 
The roots and recurring polypi buds were treated with the galvano- 
caustic point. 

Complications, ex. gr. hemorrhage, membranous deposit, &e.— 
Hemorrhage was never encountered of a serious character. A 
whitish membrane in one case was noticed after use of gilvano- 
caustic point, but was shed in a few days. The caution was 
observed of using antiseptic washes after operation and detaining 
patient in house for a few days. 

No necrosis of ethmoid noticed in any case. 

Polypoid hypertrophies were principally observed on the anterior 
end of middle turbinated bone, and once or twice on same side over 
lower turbinated. Their structure is papillary with gradations 
into areolar structure. True papillomata were met with in two 
cases and displayed their distinguishing histological structure, viz., 
glandular and vascular. They were found only in connection with 
the inferior surface of lower turbinated bone. Besides the symptoms 
above narrated there was purulent discharge and extreme catarrhal 
changes in the nasal mucous membrane. ‘The excision of these, as 
well as the polypoid hypertrophies, was always attended with more 
hemorrhage than in the case of mucous polypi, where it may be 
noted the discharge is principally clear mucous and sometimes 
blood. , 

With this last division of polypi and the second, the co-existence 
of mucous polypi was generally noted. 


RUPTURE OF KIDNEY. 


Dr. Gowans shewed an example of this injury. 


Dr. Ropertson: The case just described by Dr. Gowans has 
interested me very much. A few years ago, while practising at 
Kimberley, South Afzica, a very similar accident came under my 
notice. The patient, a young gentleman, while out hunting spring- 
bucks on horseback, sustained his injuries in the following way :— 
His horse, while going at full gallop, went crash into a large 


87 


ant-bear hole, recovered itself somewhat, but threw its rider on to 
its neck, and then finally fell, pinning his rider to the ground with 
his shoulder. The patient rapidly became collapsed, and was 
brought into camp in this condition. The urine drawn off (small 
in quantity) was slightly tinged with blood. Palpation of the left 
side elicited pain, and at the same time there was great rigidity 
of the muscles over the side. No discolouration of the integument 
was noticeable. The diagnosis was ruptured kidney. The patient 
survived for a few days. Post-mortem shewed infiltration of 
muscular layers of abdomen with blood, star-shaped larceration 
of kidney, rupture of peritoneum, rupture of intestines, and blood 
clot in abdomen. 


CYSTIC-SARCOMA OF UTERUS. 


Professor PHILIPSON presented a specimen of cystic-sarcoma of 
the uterus, spindle-celled, undergoing colloid change. The patient, 
aged 32, single, was admitted into the Royal Infirmary, Newcastle- 
upon-Tyne, under his care, on December 10th, 1889, with an 
abdominal tumour of two years’ duration. The operation of 
hysterectomy, by abdominal section, was performed by Dr. Arnison 
on December 29th. Both ovaries were removed ; they were both 
healthy. The patient had progressed most satisfactorily, no 
untoward symptom having occurred. Should this patient u'ti- 
mately recover, she would be the first upon whom the operation 
of hysterectomy, by abdominal section, had been performed in the 
Newcastle Royal Infirmary with a successful result. 


Mr. Morison, in speaking on the case, drew attention to the 
fact that the removal of the ovaries rendered easy the dealing 
with the pedicle. 
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A CASE OF CEREBRAL ABSCESS LOCALISED AND 
OPENED. 


By G. E. WILLIAMSON, M.A., F.R.C.S., Surgeon and Opthalmic 
Surgeon to the Infirmary. 


A rivetter’s apprentice, aged 15, presented himself at the Eye — 
Department on May 20th, complaining of dimness of vision and 
headache. It appeared that six months previously he was struck 
on the forehead by a rivet, which flew out from a machine. He 
did not lose consciousness, nor was there much bleeding. The 
wound healed, but not feeling well he kept his bed for some time. 
The rest of the history was difficult to obtain, and was unreliable, 
but he said that when he got ap he had lost the use of his left leg 
and arm. After some time he regained the use of the limbs, the 
left arm remaining weaker than the right. Since the accident he 
has been subject to fits; he says that they begin at the left side of 
the mouth, and go on to the left arm; he adds that he never loses 
consciousness nor the power of speech, and he can tell when a fit 
is coming on by a sensation at the left side of the mouth. He 
suffered from severe frontal headache, vomited from time to time, 
and there was acute double optic neuritis. In the centre of the 
forehead there was a vertical scar three-quarters of an inch long. 
He was admitted into the Infirmary, and two days afterwards 
(May 23rd) he called to the nurse that he was about to take a fit. 
It consisted of a strong twitching at the left angle of the mouth, 
with spasmodic closure of the eyelids on both sides, particularly 
the left; the hands and other parts were unaffected, and there 
was no lose of consciousness. Up to this time he bad been bright 
and intelligent, but from the day of the fit he became progres- 
sively worse, complained much of headache, and lost his interest 
in things about him. The left angle of the mouth became more 
sensitive, the least touch on any part of the face, or even a threat- 
ened touch, causing a slight contraction. No further fits occurred, 
but the headache became intense, and his expression heavy and 
pained. The left elbow was semi-flexed, and somewhat riged, 
and he cried out with pain when it was straightened. Percussion 
was now painful over the surface area of the brain corresponding 
to the left side of the face. On June Ist, he was stupid and 
heavy, much more so than on the previous day; the skin was 
hypersensitive everywhere, and he cried out when he was 
touched. Both eyes were turned to the right; the pupils were 
equal, of medium size, and responded to light. He passed water 
in bed, answered slowly when spoken to, and the left angle of 
the mouth twitched on the least touch. When the face was 
drawn with pain there was distinct weakness on the left side. 
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His general condition being now much worse and critical, it was 
decided to trephine at once. The skull was carefully measured, 
and the point aimed at was the face centre on the right side. 
After making a semilunar incision a one-inch trephine was ap- 
plied, the dura mater was incised, and the brain presented, the 
surface looking normal. A hollow needle connected to a syringe 
was pushed straight into the brain, and when it penetrated half 
an inch pus entered the glass barrel. A vertical cut was made 
into the convolution, and the interior of a small abscess cavity 
bulged into the trephine hole; it was scraped out with a spoon. 
As the symptoms had seemed to promise a larger lesion, the 
needle was systematically passed upwards, downwards, forwards, 
backwards, and lastly, inwards, to a distance of about two inches 
in each direction, but without result. A small spoon run round 
the interior of the cavity met a resisting membrane, and did not 
sink into soft brain substance unless forced. <A drainage tube was 
introduced, and the flap sutured. The strictest antiseptic measures 
were employed, and although the head had to be shaved and 
cleansed only a quarter of an hour before the operation, asepsis 
was maintained throughout. No special movements were observed 
during the operation. Morphine was not injected, and there was 
no trouble from heemorrhage. 

Hight hours after the operation he was conscious, more ready to 
respond to questions, the eyes did not deviate, but he could not 
count fingers. The senitiveness of the skin was gone, the rigidity 
of the left arm had almost disappeared, there was no spasm at 
the angle of the mouth, and the tongue was protruded much more 
readily. The pulse was about 100 to the minute, and irregular in 
the sense that three or four quick beats were followed by as many 
slow ones; no intermissions. He vomited, probably from the 
chloroform. Instead of passing water in bed he now called for 
the urinal. 

Two days after the operation he was much brighter, and said he 
had no headache. The left arm or any other part could be freely 
moved (passive motion) without causing pain; he slept soundly 
for a few hours at night. During the next few days he continued 
bright, free from headache, and asked to be removed to the 
general ward. With difficulty he could sometimes put his left 
hand to his face, but an occasional twitch was seen at the left 
side of the mouth. He could draw up the left leg readily, but 
not so precisely as the right. The pulse no longer varied its beat. 
The dressings were changed the day after the operation, and again 
four days later; the wound was then healed, except at the 
drainage orifice. No pus escaped at any time after the operation. 
At the end of a week he was still bright and comfortable, talked 
freely, but could not put his left hand to his face. He could not 
see a hand when held up, nor distinguish the brilliant colours of 
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a striped jacket. The flap looked bulged over the trephine hole, 
and felt soft, but there was no fluctuation, and nothing could be 
pressed out. 

From this time he became gradually worse. The headache 
returned, the stupor increased, the left arm became more rigid, he 
passed urine in bed, and there was some return of the twitching 
of the mouth. Sight was lost, as no object, however conspicuous 
or brilliant, was either recognised or looked at. 

Nine days after the operation he was almost comatose. An ex- 
ploring needle was passed through the trephine hole deeply into 
the brain, but without result. The como increased, and he died 
on the eleventh day. 

The following is Dr. Drummond’s report of post-mortem examina- 
tion on June 12th, 1889 :— 

The body is fairly well nourished, rigor mortis is present. The 
pupils are moderately dilated and equal. The scalp bulges in the 
parietal region above the right ear, where there is a crescentic flap 
resulting from the operation of trephining. The bone round the 
trephine opening is covered with granulations, and the brain 
matter stood out prominently. In the centre of the forehead, an 
inch-and-a-half above the root. of the nose, is a depressed old scar ; 
corresponding to this, the inner surface of the frontal bone pre- 
sented a little cavity, out of which fell a small piece of necrosed 
bone, measuring half-an-inch in length, quarter of an inch in 
breadth, and one-eighth of an inch in thickness ; there was no pus 
at this point, and no sign of recent inflammation. 

The brain was removed with considerable difficulty, owing to 
the adhesions formed between the dura mater and the bone, and 
the pia with the dura. These adhesions extended over a consider- 
able area of the right hemisphere, but were most noticeablo in the 
neighbourhood of the fissure of Rolando, especially towards its 
lower extremity. The portion of brain matter that protruded 
through the trephine opening was found to be the everted abscess 
cavity, which was entirely devoid of pus. The convolutions o: 
the right hemisphere were flattened. The membranes were pale, 
and showed no trace of recent inflammation. 

Five abscess cavities were discovered: No. 1 in the lower part 
of the ascending frontal convolution (opened at the operation and 
empty), the size of a peach stone. No. 2, about an inch higher up 
and a little in front, in the posterior part of the middle frontal 
convolution, about the size of a walnut. This was very super- 
ficial, having but a thin layer of cortex between it and the 
adherent dura mater; its wall was soft, and resembled a piece of 
wash-leather. It contained thick greenish-yellow pus. No. 3, in 
the supramarginal gyrus, passing downwards and forwards in the 
first temporo-sphenoidal convolution and lower part of the ascend- 
ing parietal, about the size of a large greengage plum, the walls 
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and contents similar to those of No. 2. No. 4, the largest, was in 
the angular gyrus and posterior part of first temporo-sphenoidal, 
the size of a Tangerine orange. The walls were not quite so 
thick, but distinct. No 5, a mere focus of pus in the middle of 
the second frontal convolution. . 

There was no effusion into the ventricles; the brain substance 
of the right hemisphere was very soft, that of the left was fairly 
normal. The remainder of the body was not examined. 

Remarks.—Before operating I had to decide whether to explore 
at the seat of injury on the forehead, or to cut down upon the 
face centre of the motor area. There were no symptoms pointing 
to a brain or bone lesion in the former position; and as regards 
the latter, the headache, vomiting, and double optic neuritis proved 
that there was an intracranial lesion ; the local spasm indicated its 
position. These symptoms were therefore relied on, although from 
the nature of the accident—a rivet striking the forehead—it was 
clear that no other part of the head had been directly injured. 
The result was that the position of one of the abscesses was 
accurately diagnosed. Dr. Gowers, in his Dvseases of the Nervous 
System, gives cases of injury to the forehead in which trephining 
was done at the seat of injury and pus let out. He adds: “I am 
aware of no case in which the indications of cerebral localisation 
have alone guided the operator successfully. The most they have 
done is to corroborate the indications of local injury.” The arm 
centre should have been more fully explored, as the rigidity of the 
elbow indizated that it was involved. Another, but perhaps more 
obscure symptom, might have led to the exploration of the centre 
for vision, namely, the total loss of sight which came on during 
the last few days of the lad’s life. It was then recognised that the 
optic neuritis would not account for this. The hollow needle must 
have been pushed into some of the abscesses at the time of the 
trephining, unless it is supposed that they formed subsequently, 
but from the nature of the wall of the abscesses I do not think 
this was the case. The needle was of good size, but it probably 
became blocked by bits of softened brain matter. My friend, 
Dr. Drummond, suggested that for exploration of the brain, tre- 
phining is a very severe operation, and he asked me if I could 
drill a hole through the skull and so introduce an exploring needle. 
I found an American drill, which was tried post-mortem and 
answered well; it carried all the bone dust away in its grooved 
stem. I regret to say that Dr. Drummond has been anticipated 
by an American surgeon, who described the method a few months 
ago. The great improvement in the lad’s condition after the 
operation I take to be due partly to the emptying of the small 
abscess, partly to the relief of intracranial pressure, and the absence 
of meningitis to asepsis. It is interesting to note that at the seat 
of injury there was no disease of the brain, although a piece of 
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dead bone was lying in contact with the dura mater. At the same 
time I have no doubt that it furnished the focus from which the 
abscesses were started. 


Dr. Apamson:: Mr. President, Mr. Williamson is to be congratu- 
lated on his correct localization. The case reminds me of one 
which happened in my practice eleven or twelve years ago, and 
which I brought before the North of England branch of the 
British Medical Association shortly after. A boy was struck on 
the left frontal eminence with a stone, causing a wound, which 
healed up. Some months later he had epileptic seizures, that I 
attributed to cerebral abscess, and trephined over the injury. I 
passed a straight bistoury into the brain about an inch, and, 
failing to find pus, desisted. The boy was relieved for a few days, 
then got worse and died. On post-mortem examination, there was 
a large abscess cavity occupying nearly the whole hemisphere, and 
had I gone a little further with the bistoury must have come upon 
it. At that time cerebral surgery was not so advanced as now, 
and hence my timidity. More than ten years ago I shewed at a 
meeting of the North of England branch an ordinary ironworker’s 
drill, twisted a little distance back from the point, and for which 
I claimed that it threw out the loose débris. I had used it in a 
case of suspected abscess of the tibia, and found it very useful ; 
but I am inclined to think the drill now shewn by Mr. Williamson, 
which, I believe, is called the Morse drill, or Morse’s drill, would 
be more effective, as the twist or groove is brought further back 
than in that used by me. 


Dr. Munro: Mr. Williamson’s case of cerebral abscess brings to 
my mind a dissimilar case of ‘cerebral abscess” that occurred in 
my practice upwards of seven years ago. The patient was about 
30 years of age, and wife of a sergeant at the militia barracks 
at Barnard Castle, and she was said to have had an occasional slight 
epileptic fit for several years, but lately they had become more 
frequent and severe, without any apparent cause or injury or accident 
to the head that could be made out. A few days before trephining, 
the convulsions, followed by coma, had become very frequent and 
dangerous, and my then assistant, Dr. Birch (now Professor of 
Physiology at Leeds), had seen her in two or three fits, and 
observed that the right side was much more affected than the 
left, and he came to the conclusion that there was some pressure 
(probably an abscess) on the left side of the surface of the 
brain, and he localized it in front of the middle of the left 
parietal bone, and advised trephining. This was agreed to 
by the husband, &c., as she was now in imminent danger. Tae 
operation was performed under antiseptic precautions. When the 
bone was removed the membranes bulged into the opening, and 
on piercing these the dura mater pus escaped at once. This was 
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both successful at the time, and in its results, for she made a good 
and quick recovery, and there was no recurrence of the convulsions 
while she remained at Barnard Castle for nearly three years longer. 
After that she left for Newcastle, and we have lost sight of 
her, and been unable to ascertain more of her later history. She 
was exhibited here at the annual meeting of the North of England 
branch of the British Medical Association in July, 1884. 


Dr. DrumMonp drew attention to the fact that in many of these 
cases there was an even line of temperature. 


Dr. Ropertson: The remarks just made by Dr. Drummond 
regarding the absence of pyrexia in abscess of brain cannot be 
made to apply to all such. About eight years ago I had under 
care the following case—that of a 14-year-old boy who sustained 
compound fracture of skull over right parietal eminence with slight 
depression of bone. For three weeks all went well, and the wound 
had all but granulated over, but now pyrexia set in, with shivering 
and vomiting, soon followed by paralysis, first of face, then arm, 
and subsequently leg, on left side. The patient, when chloroform 
was administered, was well nigh comatose. The ciccatrix was 
- opened up and the trephine applied over depressed bone which 
roughly corresponded to motor-area. On removing the button of 
bone with adherent piece of dura mater, pus oozed up from an 
abscess cavity superficially situated in the cerebral tissue and 
covered by a thin and necrotic layer of same. On recovering 
from chloroform consciousness was observed to have been 
restored, and the patient went on smoothly for fourteen days, 
when hernia cerebral occurred gradually. This was ultimately 
overcome by pressure, colludion, etc., and the patient so far 
recovered that he could join his fellows in play, the paralysis 
so far having disappeared. Six months afterwards pyrexia re- 
turned, with the brain symptoms, paralysis, etc., and, after a short 
illness, the patient died. A restricted post-mortem shewed the right 
cerebral lobe to be one large abscess cavity. These are, shortly 
and roughly, the main points of a case of cerebral abscess—acute, 
it may be—accompanied by pyrexia. 
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REPORT OF A CASE IN WHICH THE SIGMOID FLEXURE 
WAS EXCISED, AN ARTIFICIAL ANUS FORMED, AND 
AFTERWARDS THE CONTINUITY OF THE RECTUM 
AND COLON (APPARENTLY) SPONTANEOUSLY RE 
STORED. 


By FREDERICK PAGE, Surgeon to the Royal Infirmary, Newcastle-upon- 
Tyne; late Examiner in Clinical Surgery in the University of Edinburgh, &c. 


On October 30th IT was asked by my colleague, Dr. Limont, to 
see with him a patient who had been for some short time under his 
observation, and upon whom it was considered advisable to per- 
form abdominal section. She was a fat, pale, strumous-looking 
woman, aged 29 years. In the left iliac fossa a hard fixed 
swelling could be felt lying deep in the belly. From it, through 
a long needle, a few drops of stinking, dark-coloured pus were 
aspirated. For some months she had suffered from recurring 
attacks of peritonitis, which placed her life in imminent danger. 
On the night of November 17th I received an urgent telephonic 
message from Dr. Limont asking me to at once come to the 
Infirmary and open the belly of this patient, who was thought to 
be suffering from internal hemorrhage. I found her in a condition 
of great prostration, complaining of acute pain in the belly. There 
was no distention, and the urgent symptoms had come on a few 
hours before while she was straining at stool. She had passed a 
copious but thin motion. There was no blood in it. She had 
experienced no sensation of anything giving way at the time, 
before or after the motion. It seemed as if something had given 
way, and probably, I thought, the abscess had burst. The belly 
was at once opened by an incision in the middle line, extending from 
the pubes upwards for about four inches. The omentum was 
found to be firmly connected with the brim of the pelvis. It was 
ligatured in parts, cut across, and turned aside. 

The contents of the pelvis were so matted together that the 
hand could not be introduced. As the structures were separated 
from each other free arterial hemorrhage took place, and it was 
impossible to see what was being done. Presently an abscess, 
containing about half-an-ounce of the most offensive dark-coloured 
pus, was opened in the immediate neighbourhood of the sigmoid 
flexure. By patiently separating parts, the hard swelling which 
had been felt lying deep in the belly was reached, and found to be 
situated in the wall of the sigmoid flexure. By this time a portion 
of the sigmoid flexure was separated from the posterior wall of the . 
abdomen, and as it was now evident the disease, whatever it was, 
was situated in the wall of the gut, I determined to remove the 
diseased portion. Accordingly, a ligature of thick antiseptic silk 
was tied round the upper part of the rectum, the gut cut across, 
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and dropped into the pelvis with the ligature securely tied round 
it. At the seat of ligature the gut was healthy in appearance. 
The sigmoid flexure was now separated from its connections, and 
cut through as soon as healthy bowel could be recognised. An 
artificial anus was made by stitching the gut to the skin, and the 
wound closed with sutures. 

The patient had a comfortable night. Two days after the opera- 
tion the dressing contained a large, long, well-formed motion, such 
a motion as had not heen passed for months. Six days after the 
operation liquid motion was passed from the anus, and from that 
day to this the patient has had her bowels moved per was 
naturalis, sometimes passing a fairly-formed motion. She has 
lost all her old pain, has had no more attacks of peritonitis, and 
the hard swelling in the iliac region is gone. The amount of feeces 
passing by the artificial anus has diminished daily, and the opening 
is now nearly closed, liquid motion only «scaping through it. 

The patient, however, is not well. She is up most days, and 
moves about the hospital freely, but she complains of a good deal 
of pain across the loins; the bowels are irregular. She occasion- 
ally vomits, and she has not menstruated since the operation. She 
is freest from inconvenience when her bowels are moved twice in 
the twenty-four hours. 

I have in conversation related this case to a good many medical 
men, and asked them what they had to say to it, and for the most 
part the answer has been “ It is a very curious case,” accompanied, 
not unfrequently, by a facial expression, which said very plainly 
that they did not believe the story. So generally have I met 
with this expression of incredulity, that had I not preserved the 
specimen I really think I should hardly have ventured to bring 
the case before this Society. Here is the specimen, and here is 
the description of it, written by Dr. Howden, the able teacher of 
anatomy atthe University of Durham College of Medicine :— 

“‘T have examined the piece of gut microscopically, and should 
say it was the lower part of the sigmoid flexure of the colon. 

“As to the pathological change causing the thickening and 
stricture there is: 

(1) A great thickening of the muscular coat ; 

(2) A well-marked fibrous ring immediately outside this coat ; 

(3) A mass immediately under the peritoneum, largely made 
up of fat cells, with marked strands of fibrous tissue running 
through it (fibrolipomatous condition). Here and there amongst 
this are seen masses of somewhat polygonal eells surrounded by 
strands of fibrous tissue.” 

I feel that I ought to advance some explanation of the result 
of this very singular, if not unique, case. 

We know that in cases of peritonitis, more particularly of 
scrofulous peritonitis, ulceration not unfrequently takes place 
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between coils of intestine matted together, and thus feces passes 
by a short route. It is possible that a coil of small intestine may 
thus have formed a communication with the rectum below my 
ligature, but I do not advance that explanation. Iam of opinion 
that the ligature tied round the rectum at its junction with the 
sigmoid flexure has ulcerated through and been passed per anun 
—that the large well-formed motion which passed through the 
artificial anus two days after the operation separated the lower 
half of the circumference of the gut from its skin connection. 
This, under ordinary circumstances, would have allowed the next 
motion, or a part of it, to find its way into the cavity of the peri- 
toneum-——but in this case the cavity was obliterated, and the only 
space into which fecal matter could pass was into that short 
channel between the still partially-attached gut and the rectum 
at the seat of division. The Jarge gut above having been secured 
in the lower angle of the wound, in the middle line of the abdom- 
inal wall, the space between it and the divided rectum would be a 
very short one. That is the explanation I offer. If it be true, I 
should hope in process of time, if an attack of obstruction do not 
call for further operative interference, that this distance between 
the upper and lower aperture will continue to grow less, till the 
continuity of the canal is structurally reconstituted. 

Should, however, this not take place, or should, as is more 
likely, the continuity be imperfect, and the foecal fistula continue 
to discharge then at some future time, it will be open to do what 
Dr. Cotterill, of Edinburgh, did so successfully a few months ago 
in a case of umbilical hernia, when, after removing a portion of 
gangrenous large intestine and making an artificial anus, he subse- 
quently closed the artificial anus and restored the continuity of the 
large intestine by operation. 
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NORTHUMBERLAND AND DURHAM 


Pee LCA Lao 1 1 ye 


SESSION 330-90, 


FEBRUARY MEETING. 


THe Ftrra Monruty Meetine of this Society was held in the 
Library of the Royal Infirmary, Newcastle-upon-Tyne, on the 
evening of Thursday, 13th February—Dr. Murphy (President) in 
the chair. 


NEW MEMBERS ELECTED. 


Percival, A. S., M.B., Newcastle. 
Laws, C. U., M.B., Newcastle. 
Hindle, J., M.R.C.S., Gateshead. 


NEW MEMBER PROPOSED. 
Thos. Redmayne, M.B., F.R.C.S. 


POTTS DISHASE OF SPINE, IN WHICH CURVATURE WAS PRECEDED BY 
MARKED SPASTIC PARAPLEGIA, 


Dr. Limont: This. man, J. H. M., is a miner, and aged 26. 
There is no family history of tubercle, and the patient has never 
met with any accident. Twenty months ago he began to suffer 
from trembling of his legs ; this was troublesome mostly when he 
began to walk after standing still for some time. About fourteen 
months ago he had pain in the back—not, however, severe. 
About that time he was admitted into hospital. His legs were 
then slightly rigid; there was ankle clonus and increased knee 
jerk ; his legs sometimes trembled or twitched while he was lying 
in bed ; the legs were not wasted ; there was no affection of sensa- 
tion, nor could I detect loss of strength in the limbs. There was 
no pain in the back, and only slight tenderness on percussing over 
one of the lower dorsal vertebre. No pain running round the 
body. The only peculiarity about the back was that the shoulders 
were carried well back. On going to pass water he often had to 
stand several minutes before he could commence the act, Alto- 
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gether, I had great difficulty in convincing myself that it was a 
case of spastic paraplegia, due to disease of the spine, and not due 
to a primary disease of the cord. After being in hospital for some 
weeks the symptoms slightly increased. A plaster of Paris jacket 
was, therefore, put on. Three days later it had to be taken off on 
account of discomfort. I then found a most marked change for 
the worse. The rigidity, ankle clonus, and increased knee jerk 
were all now greatly exaggerated, and there was also a marked 
concavity in lower dorsal and lumbar regions, with the shoulders 
carried far backwards, and the abdomen forwards. The sudden 
change in form of the back, and increase of the symptomns, left no 
doubt in my mind that we had to do with a case where the para- 
plegia was due to bone disease. | 

He has been treated by the application of a porouplastic jacket. 
This enables him to get about much better than before ; but, on 
its removal, he is found to be in much the same condition as 
before. 


POTTS’ DISEASE OF THE SPINE—ANGULAR CURVATURE WITH PARESIS 
OF LEGS, BUT WITHOUT RIGIDITY. 


Dr. Liwont: This woman (J. H) had three years ago severe 
pain in the back, where the projection now is, and also pain down 
the back of the thighs and legs. Twelve months ago she first 
noticed the swelling. 

The patient is aged 47, and has had to work hard, but remem- 
bers no accident or strain. There is a history of phthisis on the 
mother’s side, and her mother died of ‘‘ water on the brain.” 

For the last twelve months she has not been able to work, and 
has had pain in the back and down the thighs; latterly she has 
had difficulty even in walking. There has been, she says, no 
difficulty in micturition. 

There is great weakness in all the muscles of the lower 
extremities, and she walks slowly and with considerable effort, 
the anterior part of the foot catching the ground slightly; there 
is slight swaying when she stands in the ataxic position; there is 
no ankle clonus, and the knee jerk is absent. The legs appear 
wasted. 

Sensibility is apparently intact. The marked prominence is 
over the eleventh and twelfth dorsal and first and second lumbar 
vertebree, the first lumbar being the most prominent. She is 
able to stoop down and touch the floor in front of her, but in 
raising herself requires to place her hands on the thighs, and so 
push up the trunk. 

The case is interesting when compared with the previous case ; 
one sees how a difference in position of the bone disease produces a 
marked difference in the cord symptoms, 
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SYPHILITIC SPINAL MENINGITIS. 


Dr. Livont: The patient (A. G.) was admitted, complaining of 
loss of power of her arms and legs and shooting pains in the 
shoulders and arms. 


She is 26 years old, and, though married five years, has never 
been pregnant. 


Two years ago she was treated by Dr. James Drummond, of 
South Shields, for Sms: She has been of very intemperate 
habits. 


About eighteen months ago she began to suffer from severe 
headache, worse at night. Soon afterwards she began to have 
fits. She says the fa began with “warmth of the left leg and 
arm, tw itching of the ors to the left, and turning of the left eye 
to dhe left,” and she then became unconscious. 

The loss of power in arms and legs came on about six months 
ago. She says that one morning she suddenly jumped out of bed, 
lost consciousness, and fell. When she came to herself she found 
that her legs and arms were almost powerless, and after getting to 
bed the loss of power became complete. She had also pain in the 
_back of the head and neck, and shooting pains in the arms and 
legs. There was also pain in the arms and legs when touched, or 
when the bed was shaken. 

Three months ago she began to recover the use of her legs and 
left arm, and the tenderness to touch became less. About the 
same time she had double vision, and a squint appeared. 

Patient, when admitted, was in a very helpless state. She could 
move the legs very slightly, and the left arm a little at the elbow. 
She lay helplessly on her back, with the legs extended, unable to 
turn her head to the side, and screaming when moved. 

Indications of syphilis were present in the face, scars on the 
body, and marked periosteal thickening in both humeri. There 
was a left internal squint, double vision, and very little sight in 
the left eye. There had been slight incontinence (?) of urine for 
four months; possibly this was ‘due to the helplessness of the 
patient and want of attendance. 

She complained most of severe pain in the back of the head and 
neck, and pains shooting from the shoulders to the fingers. 

Her condition is now greatly improved. She is now able to 
stand, though the legs are still very weak. The pain has disap- 
peared from them ; there is no loss of sensation. 

As regards the arms, however, there is no great improvement. 
She can move the left one slightly at shoulder ‘and elbow, and has 
feeble power in the fingers. The right arm she cannot move at all. 
There is great wasting of the muscles, with loss of reaction to 
electricity, and considerable loss of sensation. She is, however, 
relieved from the distressing pain previously present, 
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She has been treated by large doses of iodide of potassium and 
tonics. 

MORBUS CHRULEUS. 

Dr. Ottver exhibited a boy, aged 54 years, who was the subject 
of congenital heart disease. There were all the most pronounced 
physical signs and symptoms of the disease, ¢.g., the marked blue- 
ness of lips, tongue, face, ears, fingers, and toes; the peculiar club- 
bing of the finger-ends noticed in these cases, and due to venous 
obstruction, coldness of the extremities, and of the body generally, 
attacks of difficult breathing, obliging him to le forward in a 
sitting position when in bed. Over the preecordium, particularly 
at mid-sternum, a very loud blowing systolic murmur could be 
heard. There was no doubt about the existence of some free com- 
munication between the two sides of the heart, but whether it was 
inter-auricular or inter-ventricular, Dr. Oliver was not prepared to 
say. He was inclined to regard the pulmonary artery as stenosed. 
The family history of the patient was good; and on enquiry of the 
mother, it would appear that nothing occurred during the period 
of the pregnancy that could have interfered with the cardiac 
development of the patient. His cyanosis had greatly disappeared 
under administration of peroxide of hydrogen. 


CASES OF LUPUS HYPERTROPHICA TREATED BY CORROSIVE SUBLIMATE 
INJECTIONS. 

Dr. Ropertson: This young girl presented herself three months 
ago with a large tuberose swelling occupying the position of the 
left ala nasi, which became affected twelve months before. The 
growth penetrates into the interior of the corresponding nostril, 
invading the mucous membrane, and throwing up fungous excre- 
sences, which have blocked up the passage. There is no implica- 
tion of the opposite ala, nor of the cheek on either side. Red 
eruptive spots surrounded the growth, which was as large as a 
small walnut, soft and boggy to the touch. The septum is unin- 
vaded. 

The diagnosis arrived at was lupus of the ala nasi, characterised 
by fungating granulations, forming the mass observed. 

The treatment adopted was injection hypodermically of one-half 
p. ¢. solution of Hydrarg. Perch. into the neighbourhood of the 
growth. Injection into the mass itself was impossible, owing to 
the fact that this was of such porous soft structure that the fluid 
everywhere escaped. Into the tissues, therefore, at a slight dis- 
tance from the mass, injection was made. ‘This caused some pain, 
which lasted for twelve hours, and likewise gave rise to swelling 
of the corresponding cheek, which, however, disappeared in three 
or four days. After the third injection the mass of granulatious 
had vanished, displaying the real loss of tissue of the ala which 
had taken place, corresponding to the half of the part involved, 


101 


The two subsequent injections that have been made has caused 
shrinkage of the margins of the diseased part, and evidently cica- 
tricial changes. The ala is free from pain, and the nares is open. 

This treatment compares favourably with the general run of 
local treatment usually adopted. No internal medication was em- 
ployed. 


NEW FORM OF CHLORIDE OF AMMONIA INHALER. 


Dr. Ropertson : The specimen represents an apparatus for sub- 
liming chloride of ammonia along with any other suitable remedy, 
in the form of vapour. A glance at the apparatus suffices to 
discover the uses to which the several parts are put. The globe, 
with a large round aperture, to receive the powder readily, and 
afterwards the tube. This tube has been purposely made large, 
moveable, and of glass, so that a free passage is afforded to the 
full volume of vapour which the apparatus affords when in use. 
The spirit lamp beneath supplies the heat. There are several 
points about this inhaler to recommend it. No chemicals except 
the pure chloride—especially no acids with complicated appliances 
to get out of order or mystify patients. No rubber tubing which 
the ammonia soon destroys. Then again, this inhaler liberates a 
larger volume of vapour in a shorter time than all others I have 
fied. From the open tube Politzer’s bag can be filled for the 
purpose of inflating the middle ear with the vapour, or an enema 
syringe can be attached to tube to force the vapour through 
anterior nares, where it cannot be used in the ordinary way. 

Combinations of drugs can be readily vaporised by the apparatus. 
A favourite combination, I believe largely used by other specialists, 
viz, the chloride with Sterno Pumiline Essence, is elaborated 
better by such an apparatus as this than otherwise. The element 
of heat here introduced acts beneficially for rhinitis catarrhal, 
chronic or hypertrophic. I know of no remedy better than the 
above. The apparatus has been made for me at a moderate cost 
by Mr. Rheeder, chemist, Elswick Road, Newcastle-on-Tyne., 


FUSIFORM ANEURISM OF DESCENDING THORACIC AORTA. 


Dr. Liwont: This specimen was removed from the body of a 
man, aged 48, who had complained for about two years of pain in 
left chest, and for about a year of difficulty and pain in swallowing. 

The patient was a labourer in a shipyard ; there was no history 
of syphilis. 

On admission he was pale and emaciated. Any attempt to 
swallow caused pain, referred to the whole length of the sternum, 
and the food was returned. 

There was very strong pulsation over an area bounded above by 
the second left rib, below by the free costal margin, and on the 
right by the right mammary line. There was a loud systolic 
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murmur at the apex of the heart, and heard also at the angle of 
the scapula. 

The paticnt suffered from shortness of breath and a troublesome 
dry cough. Any attempt to le on his back or left side caused 
great pain. 

The cardiac dulness was considerably increased; there was a 
very loud second aortic sound. 

On the one occasion that I saw him, I came to the conclusion 
that he had a dilated aorta, but was at a loss to account for the 
great size (apparent only, as was afterwards discovered) of the 
heart. To my class I suggested that it might be accounted for 
by (a) cirrhotic kidney, or (6) a tumour displacing the heart 
forwards. 

I had not another opportunity of studying the case, for he was 
suddenly seized with heematemesis, and died in a few minutes. 

At the post-mortem examination, when the pericardium was 
opened, a soft tumour was found pushing the heart forwards. The 
tumour was this fusiform aneurism of the descending aorta, seven 
inches long and four-and-a-half inches wide, reaching from the 
fourth to the eleventh dorsal vertebra. The cesophagus was 
raised three-and-a-half inches from the vertebral column, and 
compressed, as may still be seen, between the aneurism and the 
heart. The heart itself was flattened by compression between the 
aneurism and the anterior chest wall. Four inches above the 
stomach there is a small circular in the wall of the cesophagus 
leading into the aneurism, and the stomach was distended with 
blood, which had escaped through this opening. 

SPECIMENS. 
Dr. DrumMonp shewed the following specimens :— 
(a) Tumour of Stomach. 
(>) Aneurism of Arch of Aorta. 
‘(c) Aneurism of the Innominate Artery. 


UTERUS REMOVED PER VAGINAM. 


Dr. Ottver exhibited a uterus which had been removed from a 
patient of his by Mr. Williamson. The patient, aged 51, who had 
been sent to him by a medical friend, complained of excessive 
heemorrhage from the womb and of very foul-smelling discharges in 
the intervals. She was extremely cachectic and worn out by the 
bleedings. On examination, Dr. Oliver found the whole of the 
vagina occupied by a large irregular cauliflower-like mass which 
sprung from interior of the utcrus. -He removed it by means of 
the ecraseur; much of it he broke down by the fingers. After it 
was removed the uterus was felt as a very hard globular mass, 
freely movable, but so hard as to lead to the suspicion that it 
too was infiltrated by the same disease, at that time regarded as 
cancer. Accordingly he asked Mr. Williamson to see the case 
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with him, and it was decided to remove the uterus per vaginam 
as being the treatment most likely to be followed by the best 
results. The operation was subsequently performed, and success- 
fully. It is the first time that the uterus has been removed per 
vaginam in the Newcastle Infirmary so far as can be ascertained. 
Beyond a fleeting, but a somewhat anxious, attack of cystitis, due 
to one of the nurses having improperly catheterized her, nothing 
occurred to disturb her recovery. She ultimately left the Infirmary, 
and some months after died from pulmonary disease. Dr. Oliver 
had placed a section of the uterus under the microscope, and the 
appearances were those of encephaloid cancer. The pulmonary 
affection which carried the patient off was, by the medical gentleman 
in attendance, regarded as malignant. 


Mr. Witi1amson: Mr, President,—I saw the patient from whom 
this specimen was removed, with my colleague Dr. Oliver, and I 
agreed with him in the diagnosis of carcinoma uteri. There was a 
fungating mass which had been considerably reduced by curetting, 
but which still retained a characteristic aspect. The os uteri was 
not distinguishable, and on examination per rectum the fundus 
seemed very small in proportion to the other parts. Dr. Oliver 
found no evidence of secondary deposit in any other organs, and as 
the uterus readily came down, I decided to excise it. For several 
days the parts were thoroughly cleansed, and soaked with an anti- 
septic lotion. At the operation, the patient was placed in the 
lithotomy position, the uterus was seized with a powerful vulsellum 
and drawn out. A circular incision was made well above the 
disease ; the mucous membrane was detached from the uterus with 
the finger. Pressing the fingers still further up at the back of 
the uterus, the peritoneum was reached and gently turn through. 
Two fingers of the left hand were thus in Douglas’ pouch, hooked 
over the top of the uterus. The two fingers of the right hand were 
similarly introduced under the mucous membrane in front, until 
they were only separated from the peritoneum by the fingers of 
the other hand. On tearing this through, the fingers met. The 
uterus, now retained by its lateral attachments, was drawn outside. 
The broad ligament on each side was transfixed and tied off. The 
ligature on one side held, that on the other slipped as soon as the 
ligament was cut. There was, however, no difficulty in securing 
the vessels separately, as a pair of elamp forceps had been put on 
before the section was made. The mucous membrane was now ad- 
justed with the fingers ; the ligatures were left long; a glass tube 
was passed to the top of the vagina and packed lightly with ab- 
sorbent wool. The patient gradually recovered from the operation, 
although her progress was retarded by a severe attack of cystitis 
from catheterism, and she left the hospital in about two mouths. 

The uterus after removal was found to be inverted, so that the 
carcinomatous mass was growing from its internal surface. There 
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was also another small growth in the inverted peritoneal pouch. 
I hear that the patient died at home froma secondary cancer of 
the lung. This result [ must say was disappointing, as the disease 
appeared to be limited to the uterus, which was wholly removed at 
the operation. 

The Presrpent, Mr. Morison, Dr. Limont, and Dr. Coury joined 
in the discussion of the case. 


SARCOMA OF CHOROID. 


Mr. Winutamson: Mr. President, with your permission I will 
exhibit this fresh specimen, which [ removed this morning. The 
patient, a woman of 50, presented herself at the Infirmary yester- 
day, complaining of loss of sight in one eye and of severe pain 
during the previous three months. The pupil was irregular, 
though not adherent, and was unaffected by light; the lens was 
opaque and white. There was a slight bulging in the upper part 
of the ciliary region, but the globe generally had a somewhat 
flattened aspect; tension was normal; there was no perception of 
heht. I recommended immediate excision. On opening the eye- 
ball after the operation the retina was found to be detached, and 
separated from the choroid by a quantity of sero-sanguineous fluid. 
A small tumour, the size of a pea, projected into the globe along- 
side the entrance of the optic nerve. It was soft and black, 
spongy, and dark coloured on section. It has not yet been 
examined by the microscope, but it is obviously a sarcoma of the 
choroid. 


SUCCESSFUL OVARIOTOMY DURING PREGNANCY. 


Dr. Livont: The lady from whom this tumour was removed 
first consulted me on January 25. She was, she said, nine weeks 
pregnant, and had an ovarian tumour, which had been diagnosed 
five years ago, shortly after her last confinement. On examination, 
I found a tumour reaching up to the umbilicus, with the enlarged, 
soft uterus lying behind it. The tumour appeared free, except on 
the right side, where some bands could be felt passing on to it. 

The patient was sent to the Nurses’ Home, Ellison Place, where 
Mr. Page operated on February 10th. 

There was little trouble in removing the tumour; the only 
adhesions were the ones already discovered, and the pedicle was 
long and narrow. The fluid from the cyst, as often happens in old 
standing cases, contained a very large quantity of cholesterine. 
There was very slight interference with the peritoneum, and the 
uterus, which was seen rising out of the pelvis, was not even 
touched. 

The patient made a rapid and uninterrupted recovery, there 
never being the slightest threatening of miscarriage. 

The Prestpent, Mr. Morison, and Dy. Cotzy made remarks on 
this and similar cases, 


RESULTS OF MAJOR AMPUTATIONS TREATED ANTI- 
SEPTICALLY IN THE ROYAL INFIRMARY, NEWCASTLE- 
UPON-TYNE, DURING THE LAST ELEVEN YEARS AND 
NINE MONTHS. 

By FREDERICK PAGE, Surgeon to the Royal Infirmary; late Examiner in 

Clinical Surgery in the University of Edinburgh. 
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Table of Major Amputations treated antiseptically in the Royal Infirmary, 
Newcastle-upon-Tyne, during the year 1889. 
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*At knee and ankle—died. Both legs below the knee—recovered. 


As will be seen from the above table, it was found necessary to 
perform 54 major amputations in the Royal Infirmary during the 
year 1889. On two occasions a double amputation was performed, 
so that the number of patients operated upon was 52. Five 
patients died, and all the others have recovered. The mortality 
is, therefore, 9°6 per cent., a better result than last year, when six 
patients out of 42 died, but still not so good as in some previous 
years. Twenty-five of the amputations were for injury, two of 
them double amputations, and of the twenty-three patients three 
died, a mortality of 13 per cent. Twenty-nine of the operations 
were for disease, and two patients died -= 6-9 per cent., an unusually 
high mortality. No death followed an amputation performed for 
disease in the years 1888 and 1887, so that during the last three 
years we have had 101 consecutive amputations for disease with 
only two deaths, than which a better result can hardly be looked 
for. 


PRECISE CAUSE OF DEATH. . 


1.—Boy, aged four years, died on the fourth day after primary 
amputation at the hip joint, never having properly rallied from 
the combined effects of the injury and operation, 


106 


2.—Boy, aged 17 years, died on the fourth day after primary 
amputation through the knee jomt and at the ankle joint from 
traumatic delirium, which came on immediately after the double 
amputation and continued till death. 

3.—Man, aged 56 years, admitted four days after a severe 
injury to the arm, the limb being then gangrenous. The arm 
was amputated above the elbow—tetanus followed quickly and 
proved fatal in a few days. 

4.—Boy, aged 18 years, thigh amputated for tubercular disease, 
secondary hemorrhage—re-amputation-—-there was no attempt at 
repair, and death followed in a few days from exhaustion. 

5.—Boy, aged 14 years, amputation at the hip for disease of 
the joint. The lad was at the time of the amputation in a very 
exhausted and emaciated condition from the combined effects of 
tubercular disease of the hip joint and of the lungs. He survived 
amputation 14 days and died of phthisis. 

It is satisfactory to notice that, though the mortality after am- 
putation during the year has been higher than usual, no death 
arose from blood poisoning; whereas last year, of the six deaths no 
fewer than four were from that almost altogether avoidable cause. 


TALL AW 


Table of Major Amputations treated antiseptically in the Royal Infirmary, 
Newcastle-upon-Tyne, from January Ist, 1883, to December 31st, 1SSI—a 
period of seven years. 
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Table II. gives the results of amputations from January, 1883, 
to December, 1889, during which period the precise cause of each 
death has been recorded. Of the 376 patients, 25 died=6°6 per 
cent. ; 136 patients were operated upon for injury, and 13 died 
==9°5 per cent. ; 240 of the amputations were for disease, and 12 
patients died=5 per cent. Number three Table gives the results 
of amputations in the Royal Infirmary from April, 1878, to Dec., 
1889—a period of eleven years and nine months. 
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TABLE IIL. 


Table of Major Amputations treated antiseptically in the Royal Infrmary, 
Newcastle-upon- Tyne, from April Ist, 1878, to Dec. 51st, 1889, a period of 


eleven years and nine months. 
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The total number is 536, with 42 deaths, a mortality of 7-8 per 
cent. ; 201 of the patients were operated upon for injury, with 25 
deaths=12°4 per cent.; 335 of the amputations were for disease, 
and 17 patients died—=®d per cent. 
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NORTHUMBERLAND AND DURHAM 


ie eset ar ry, 


SeoSION tee90-90. 


MARCH MEETING. 


THE SIxtH (last of the Session) Monruty Megrine of this Society 
was held in the Library of the Royal Infirmary, Newcastle-upon- 
Tyne, on the evening of Thursday, March 13th—Dr. Murphy 
(President) in the chair. 


NEW MEMBER ELECTED. 
Thos. Redmayne, M.B., F.R.C.S. 


NEW MEMBER PROPOSED. 
James Wands, M.B., Stanley. 


NOMINATION OF MEMBERS FOR SESSION 1890-91. 
President—David Drummond, M.D. 


Vice-Presidents (four required)--James Adamson, M.D.; Wm. 
Gowans, M.D.; James Murphy, M.D.; Thomas Oliver, M.D. 


Honorary Secretaries (two required)—James Limont, M.B.; J. 
Rutherford Morison, F.R.C.8.E 

Committee (nine required)—J. Adamson, M.D.; R. Anderson, 
M.D.; W. ©. Arnison, M.D.; W. G. Black, Esq.; J. Drummond, 
MED; Ge Middiemiss, M.D F. Page, isa. ; KR. S. Peart, M.D: 
J: W. smith, M.D.; T. C. Squance, M.D.; G. E. Williamson, 
fk. C5. 


The election of officers will take place at the Annual Meeting 
at the beginning of next Session. 


NON-PHTHISICAL HAMOPTYSIS. 


Dr. Bramweti: Mr. President and gentlemen,—This patient 
has been the subject of two severe attacks of hemoptysis, entirely 
unconnected with any tubercular disease of the lungs. There is 
no tubercular history in his family, and the appearance does 
certainly not indicate any tendancy to the disease. He is now 34 
years of age, and has Leen employed in a tobacco manufactory. 
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Between the ages of 18 and 30 he was a hard rower, and engaged 
in many contests. His previous health has been very good. 

In the summer of 1884 he was rowing hard. He first felt un- 
well in the spring of 1885, being troubled with shivery feelings in 
the back, sweating at nights, and loss of appetite, with slight 
cough, and expectoration of fatty mucus, occasionally yellowish. 

His complaint was considered by Drs. Wilson, Gibb, and Philipson 
to be some form of intermittent fever ; the lungs being found 
normal, except for a little bronchitis. Dr. Wilson afterwards 
thought the left apex dull on percussion, and sent him to Dr. 
Byrom Bramwell, of Edinburgh. The patient does not know the 
opinion Dr. Bramwe'l formed of the case, but he was sent to 
Bournemouth. After being there for a short time, he had a very 
severe attack of hemoptysis, amounting to about a pint of blood, 
and lasting some twelve hours. He felt much relieved after this, 
and gut better every day afterwards. 

During the summer of 1886 he was very well, but his medical 
attendant was doubtful as to the real condition of the lungs, and 
sent him to Australia for the winter. There he had typhoid fever. 
Since then he has enjoyed good health. In January last he got an 
attack of influenza, followed by capillary-bronchitis and congestion 
of the lungs. His temperature for some three days was up to 102, 
and his pulse 120, There were capillary rales and moist sounds 
over the whole lungs, with impaired percussion note at parts; 
while round the margins and bases, and at left apex the note was 
slightly hyper-resonant, and the other physical signs indicated em- 
physema of these parts. On the fourth day of his attack, he had a 
copious hemoptysis, which lasted twelve hours—the expectoration 
consisting of bright arterial blood, with frothy mucus, very in- 
timately mixed. I could not diszover any local source of the 
bleeding. After this he got rapidly well. 

At present I cannot find any disease of the lungs beyond emphy- 
sema round the margins and patches over the lateral part of the 
bases. The heart is normal. The case is one in which we have 
had to deal with an hemoptysis, resulting from congestion of the 
capillary bronchioles, associated with emphysema. The bleeding 
coming from ruptured vessels in the emphysematous patches ; the 
vessels being previously dilated and weakened from the emphy- 
sema. The case resembles, in some respects, those described by 
Sir Andrew Clark, in the British Medical Journal of October 26th, 
1889, in which heemopty sis resulted from congestion of lungs, 
already affected with emphysema and diseased blood vessels—the 
emphysema being secondary (atrophic degeneration) to the diseased 
bronchial artery. In this case I think the emphysema was the 
primary condition, being caused by the severe rowing; and follow- 
ing the emphysema, there was a dilatation and weakening of the 
bronchial and other capillaries, which gave way under the increased 
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pressure of a congested state The treatment adopted at the time 
was purgative and diaphoretic. 


Dr. RepmMonp: “Examined chest most carefully, and failed to 
find any evidence of disease. There was no dulness on either side, 
and chest expansion was normal. Apart from the history just 
given, could have no. hesitation i passing the man for any 
Insurance Company as a first-class life.” 


Drs. Ouiver, PEART, and ANDERSON joined in the discussion on 
this case. 


SWELLING OF THE VERMIFORM APPENDIX, PROBABLY A CONCRETION. 


Dr. BraMWeELL: Corporal A. 8., aged 24 years, has recently 
recovered from an attack of typhlitis, but there is still left a 
small oval hard swelling in the position of the origin of the 
vermiform appendix. This swelling is painful on pressure and 
quite moveable. It is no doubt a concretion in the vermiform 
appendix, surrounded by inflammatory thickening. The question 
of interest in the case is what treatment ought to be carried out ? 

As long as the concretion remains there are the dangers of 
repeated attacks of typhlitis, ulceration of the appendix, perforation 
and septic peritonitis, each attack rendering subsequent attempts 
at removal more difficult and uncertain. 

If he should be ordered on foreign service, he is not, in my 
opinion, in a fit state of health to be allowed to go. 

If operative interference was to be adopted at the present time, 
the freedom of the appendix and the absence of any inflammatory 
thickening around would render the operation easy, the only 
danger being that of subsequent peritonitis. I have brought this 
case before the Society for the discussion of these points. 


Dr. Repmonp observed: That if his own vermiform appendix 
was in question, he would certainly decline to have it cut down 
upon. As the man was now able to perform his duties without 
any inconvenience, and suffered no pain, and all the functions were 
normal, no operative interference was indicated or would be 
justifiable. 


Drs. AnpErson, J. DrumMMoNpD, and Gowans made remarks on 
this and similar cases. 


CASE OF TRACHEOTOMY FOR TUBERCULAR TUMOUR OF LARYNX. 


Dr. Rospertson: Mr. President and gentlemen,—This case was 
operated upon seven months ago for the above-mentioned disease. 
The urgent nature of the case, arising from the presence of the 
tumour in the larynx, necessitated the operation, and, in the 
result, we see realised the acknowledged benefits which arise in 
the improved condition of the larynx. The tumour itself would 
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seem to be smaller, the arytenoid region is almost of normal 
dimensions, and the vocal cords are now less covered by ulcerating 
surfaces and freely moveable. As a consequence of this improve- 
ment locally, swallowing is painless and nutrition has improved. 
The condition of the lungs is neither better nor worse than before 
the operation. The patient finds no inconvenience from the tube, 
which is thoroughly under control as regards cleansing, ete. (by 
herself). She can perform all her household duties, and looks 
much better than before operation. 

On the whole it would seem, therefore, that the tracheotomy has 
exerted an influence beneficial alike on the local condition of the 
larynx and on the condition of the lungs. 


PAPILLOMA OF LARYNX. 


Mr. Ruruerrorp Morison: Girl 18. Seen first time four 
years ago with aphonia and inspiratory dyspnoea. Larynx found 
full of papillomata, covering vocal cords and lining entire cavity. 
Present time--larynx, as shewn with electric larynxgoscope to 
members present, clear of papillomata. A few remain on epiglottis 
cords and larynx free, proving that papillomata may, in the larynx 
as elsewhere, disappear spontaneously. 


Mr. Buack: I am interested in this case of Mr. Morison’s, 
because at the present time there is in the Children’s Hospital a 
child upon whom I performed tracheotomy four weeks ago for 
obstructive inspiration. My colleague, Dr. Coley, under whose 
care the child was admitted to the Hospital, is present, and will 
detail the history of the case. With his permission I propose to 
perform thyrotomy and further explore the larynx. 


Dr. Coury stated that the child mentioned by Mr. Black was 
aged two years and two months. It had never been able to speak, 
and the sound of the cough shewed clearly that the vocal cords 
were in an abnormal condition. There were very frequent attacks 
of difficulty of breathing, which had lately become more severe. 
About a year ago the child had been brought, as an out-patient, 
to the Children’s Hospital, and the tonsils were found to be much 
enlarged ; but it was evident that this enlargement had little or 
nothing to do with the difficulty in breathing. <A few weeks ago 
the cnild was admitted into the hospital, as an in-patient, under 
Dr. Coley’s care. For a time the difficulty of breathing was a good 
deal relieved by medical treatment and keeping the child at rest in 
an atmosphere of uniform temperature; but rather suddenly an 
exacerbation occurred. The dyspnea became so urgent that it 
was c.ear that death from asphyxia was imminent. Chloroform 
was cautiously administered, in the hope that some relief might be 
gained by the relaxation of muscular spasm; but the tendency to 
asphyxia was rather increased than diminished. Tracheotomy 
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was, therefore, performed by Mr. Black, with perfect success, as 
far as relief to the dyspnoea was concerned. It was now proposed 
to open the thyroid cartilage, with a view to surgical treatment of 
the laryngeal disease. It should be added that, ssme time before 
the necessity for tracheotomy arose, an attempt was made to use 
the laryngoscope, with the help of chloroform ; but this attempt 
was defeated by the obstruction produced by the enlarged tonsils. 


CANCER OF LARYNX. 


Dr. Ropertson: Mr. President and gentlemen,—The specimen 
I have here to shew you is from the case of cancer of the larynx 
I brought before the Soziety in March, 1889. The patient died a 
few days ago, thus bringing up the time after the tracheotomy was 
performed to one year and a few days. To within six weeks of his 
decease the patient was able to go out daily to look after his living. 
Shortly after this nutrition became impaired, from the fact that 
the food began to run out by the tracheotomy wound. 

Examination shews an entire disorganisation of the larynx, from 
what seems to have been an ulcerating epithelioma. The whole 
interior of the larynx has disappeared. Only shreds of the cartila- 
ginous framework remains. A large perforation of the anterior 
wall of the cesophagus is seen about the level of the third tracheal 
ring, below which the disease is manifest in the trachea. The 
signet of the cricoid has entirely disappeared, and the parts of the 
larynx have here collapsed. The left arytzenoid region is destroyed, 
while the right region is enlarged, infiltrated, and presents minute 
sinuses on its cesophageal surface. Several sinuses lead from the 
later parts of the larynx into the surrounding tissues, which are 
matted together and are the seat of abscess. The left supra- 
clavicular glands became early infiltrated. These became the seat 
of abscesses, which opened and gave rise to profuse purulent 
discharge. 

The epiglottis is fairly represented, presenting an ulcerated sur- 
face on its posterior aspect. 

No secondary growths seem to have existed in any other organ. 

The tracheotomy opening seems to be below the seat of invasion. 


BRAIN FROM CASE OF PURPURA HAMORRHAGICA, SHAT OF 
HHMORRHAGEH. 


Dr. Ottver: This brain was removed from the body of a young 
girl who died in the Infirmary a few days ago. She had been a 
healthy girl, but, although 19 years of age, had not menstruated. 
One morning, when apparently in good health, it was noticed that 
her gums were bleeding. As she had not menstruated, the medical 
gentleman who saw her thought it might be due to vicarious men- 
struation. In the afternoon of the same day, however, it was 
noticed that her legs were covered with numerous hemorrhagic 
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spots—having all the characters of those seen in purpura heemorr- 
hagica. The bleeding from the gums continuing, he advised her 
to come into the Infirmary, which she did on the following day. 
The day after this I saw her for the first time. She was then 
extremely ill, bleeding from the gums and rectum, and there was, 
in addition, hematuria. The conjunctivee were hemorrhagic; she 
was blanched, and looked very ill, although not in pain at this 
time. Later on in the day she complained of severe frontal head- 
ache, and blood now came from mouth, nose, rectum, vagina, and 
bladder. In the early morning she died, three days after the com- 
mencement of her illness. I made a post-mortem examination and 
found the mucous membrane of stomach, intestine, and rectum the 
seat of numerous hemorrhages, a few on the pericardium, and the 
brain, as you see here, on the left side contained a very large 
hemorrhage in the frontal region, immediately under the grey 
matter of the cortex. This I regard as a very unusual seat of 
cerebral hemorrhage. 


Dr. Coury referred to a case still under treatment as an out- 
patient at the Hospital for Sick Children. A boy, aged about nine 
years, had the characteristic eruption of purpura appearing at 
different times. And always the very slightest violence would 
produce bruises of great extent. On one occasion he had hemorrhage, 
apparently spontaneous, from the external auditory meatus. He 
also developed epileptiform fits, which had ceased after treatment 
with bromide of potassium. It was suggested that Dr. Oliver's 
case may furnish the explanation of the appearance of these fits, 
viz., that they may have been produced by some effusion of blood 
on the surface of the brain. 


MALIGNANT SPLEEN. 


Dr. OuIveR exhibited a spleen the seat of a new growth (carci- 
noma) removed from the body of a man who had died from 
malignant aortic regurgitation. It was the only seat of disease 
detected. 


OVARIAN CYST. 


Dr. OLIveR said this specimen was removed successfully by Mr. 
Williamson from a patient who was sent to me from Chatbill a few 
weeks ago. She was 52 years of age. Her menses had never 
ceased. There were the usual signs of ovarian cystoma, although 
the physical signs rather suggested it being a parovarian cyst. 
The fluid removed was clear like water—the wall of the cyst is 
extremely thin. There were no adhesions. The whole or greater 
part of the ovary, you will observe, is still free from the cyst, a 
circumstance which still supports the view formed before operation 
of its being parovarian, Patient made a good recovery. 
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Mr. WiILtramson said: Mr. President,—-In this case there was a 
single cyst, without a single adhesion, and a long good pedicle, so 
that surgically there was no special interest, or perhaps, I should 
rather say, there was no special difficulty in the operation. The 
cyst was tapped, and removed without a drop of its contents 
passing into the abdomen, and, as the blood had also been care- 
fully excluded, the peritoneum was not washed out. I had made 
out some uterine fibroids previously, so that when I explored the 
uterus with my hand in the course of the operation I was not 
surprised to find it covered with nodules. The peritoneum, the 
muscles, and the skin were each separately sutured, the two first 
with fine carbolised silk, the last with silkworm gut. The wound 
healed by first intention under the dressing put on at the operation, 
and the patient had no unfavourable symptoms of any kind. The 
abdominal incision was small—just large enough to admit the 
hand. The silk sutures through the peritoneum and the muscles 
have remained, and, as was anticipated, have given rise to no 
disturbance. 


ANEURISM RUPTURING INTO RIGHT VENTRICLE. 


Dr. Batgent (shewing the specimen for Professor Philipson) : 
The aorta is dilated and atheromatous, and both ventricles 
markedly hypertrophied. Springing from the front of the aorta 
immediately above the valves, are two small aneurisms, each about 
the size of half a walnut. One of these aneurisms bulges into the 
root of the pulmonary artery and upper part of the right ventricle, 
and is adherent to the posterior pulmonary cusp. The bulging 
causes a constriction of the pulmonary artery at this point. In 
the right ventricle, an eighth-of-an-inch below the free margin of 
the valves, and parallel to the upper border, is a linear slit a 
quarter-vf-an-iuch long, resembling a button-hole in appearance, 
through which blood regurgitated from the aorta into the right 
ventricle and pulmonary artery. 


SPECIMENS, ILLUSTRATING DISEASE OF HIP, REMOVED BY EXCISION. 


Mr. Buack: The specimens on the table, Sir, represent fairly 
well the pathology of hip disease in childhood. They have been 
removed by myself from cases admitted, under my care, into the 
Children’s Hospital in this town during the past four years. Of 
these fifteen cases, two remain under treatment and are doing 
well; of the other thirteen, eleven are perfectly well with good 
useful limbs, and two have died—one three months after operation 
from tubercular meningitis; the other was a case of acute tubercular 
disease of the epiphysis, which did badly after excision, subsequently 
requiring amputation at the hip joint ; secondary hemorrhage 
occurred on the tenth day which was stopped, but recurred four 
days later, and death resulted from exhaustion, 
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All the cases are examples of early excision, and to this fact I 
attribute the good results obtained. They were operated upon by 
the old posterior incision, and treated with Listerian precautions. 
The patients are scattered over a wide area, but I hope at some 
future meeting to shew them before this Society. 


Mr. RutHEerForD Morison said hip joint excision was very 
seldom necessary. Cure could be obtained by securing immobility. 
Acting on this principle he looked forward with confidence to a 
successful result in 90 per cent. of cases of morbus coxee. 


Mr. WILLIAMSON said: Mr. President,—I am much interested in 
this subject, as the treatment of cases of hip joint disease has, I 
think, been greatly improved during the past few years. This is 
particularly so where excision can be done before any sinuses 
have formed. In these cases I prefer the anterior incision. The 
bone is readily reached and divided by an Adam’s saw, but 
there is some difficulty in lifting out the loose end, as it is so soft 
that the forceps go through without holding it; still, with a little 
patience, it can all be removed. The head of the bone should, on no 
account, be turned out of the incision, but should be sawn through 
or cut off by bone forceps in situ. A spoon is then freely used to 
scrape out the acetabulum and the surrounding parts. After 
suturing and draining, I prefer catgut drains when the disease 
is not extensive, and drainage tubes when it is. Antiseptic dress- 
ings are firmly applied, and a long splint is carefully adjusted. 
About a year ago I shewed a case to the Society in which this 
plan was followed, and in which primary union took place under 
one dressing. I am now trying to obtain the same result in cases 
of excision of the knee-joint, and [ think I have succeeded. The 
case is that of a lad, about ten years old, whose knee I excised five 
weeks age. It was not dressed until a month after the operation, 
when the wound had healed and there was some union between 
the bones. The boy, in the meantime, had felt quite well and 
happy. His temperature was normal, and he ate and slept well. 
In excision of the elbow, I succeeded some time ago in obtaining 
primary union with one dressing. Perhaps I should add that, in 
my experience a break down in the antiseptics usually leads to 
loss of the limb. 


The PRESIDENT also spoke on this subject. 


Mr. Buack, in reply: I have never performed the anterior opera- 
tion, and am not favourably inclined towards it. The absence of 
drainage seems to me one of its most serious drawbacks, as also the 
fact that it requires to be done at an earlier stage of the disease 
to obtain a really satisfactory result. Correct conclusions can 
scarcely be drawn from the statistics of Mr. Howard Marsh. 
Referring to this, Jacobson says, “It may be pointed out that 
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Howard Marsh had worked under conditions more favourable than 
those which fall to the lot of most hospital surgeons. At tne 
Alexandra Hospital cases are kept under treatment as long as rest 
and extension are required ; if an operation is called for the case is 
removed elsewhere.” I prefer to follow the results obtained by Mr. 
Wright, of Manchester, who strongly advocates early excision. I 
am anxious to give a trial to drilling the epiphysis before joint 
destruction has taken place. [ have only had one case in which I 
proposed doing this, but the child’s parents objected, and the case 
was afterwards excised. 


SPECIMENS. 
Dr. Gowans showed the following :-— 


(a) Sarcoma of Femur ; amputation at hip joint. 
(>) Invaginated Gut ; abdominal section. 
(c) Large Bursa. 


Mr. RurHEerForD Morison: One important point in these cases 
is the diagnosis ; is the tumour of endosteal or periosteal origin ? 
If periosteal, it is the most malignant form of malignant tumour, 
and the removal even of the whole affected bone offers slight 
chance against recurrence in the stump and elsewhere. If endosteal, 
the removal of half of the affected bone is ample, as they very 
rarely indeed recur, and may be considered the least malignant 
form of malignant tumour. 


SPECIMENS. 
The PRESIDENT showed 


(a) Several hydatid cysts from liver. 
(>) Fibroids removed by enucleation. 


Dr. CoLtey mentioned that, in a case which he had seen, 
immediately after the aspiration of a large hydatid of the liver, the 
patient had an attack of urticaria. This occurrence, of which 
several instances have been recorded, was explained on the 
assumption that a small quantity of the fluid, escaping into the 
peritoneal cavity, had been absorbed. It is supposed that the 
hydatid fluid contains some hitherto unknown chemical principle, 
analogous to (if not identical with) that which causes the eating of 
shell-fish to produce urticaria in certain individuals. 


Dr. Roperrson: Mr. President and gentlemen, — The three 
specimens Dr. Murphy has just shewn have interested me very 
much, more especially the specimen of hydatids, which brings to 
my mind quite-a unique case of presumably hydatids of the liver, 
which was under treatment some six months ago. When Mr. 
A. S. B., et. 21, was first seen, he was complaining of a stitch in 
his side occurring after eating some apples fourteen days before, 
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Examination revealed an even painful enlargement of the liver, 
extending down to the level of the umbilicus. Three months 
previously he was passed for insurance, when no note was made of 
enlarged liver. The treatment adopted was blue pill, chloride of 
ammonia, rest in bed, warm fomentations, and milk diet, under 
which he somewhat rallied, but again relapsed into a febrile condi- 
tion, accompanied by great pain in the liver with shivering at times. 
In ten days time from commencement of treatment cysts soon 
proved to be suppurating—hydatid cysts were passed with stools 
which were wanting in colour. Almost without one day’s inter- 
mission cysts were daily noticed in stools, often in considerable 
numbers, for seven weeks. After this patient gradually recovered, 
and in two months time was able to resume his duty. Now he is 
practically well, the liver having contracted to its normal dimensions. 


OVARIAN TUMOUR. 


Dr. Limont shewed, for Mr. Page, an ovarian tumour removed 
several days previously. The case was complicated by a large 
quantity of ascitic fluid and by plegmasia of the left leg. The 
patient was making a good recovery. 
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DISEASES OF THE RHINO-PHARYNX. 
By WM. ROBERTSON, M.D. 


The great frequency of the occurrence of these diseases in New- 
castle and neighbourhood makes it unnecessary for me to offer any 
apology for presenting a brief review of the subject. 

Although not centrally placed, yet this region may be fairly 
looked upon clinically as the most important locality of the pneu- 
matic area of the head. Above all, its conditition exercises a 
predominating influence over the ear for good or bad, while, from 
its situation in the normal direct respiratory tract, it holds the key 
to the healthy performance of this function in the young This 
region also demands the utmost consideration from the fact that 
bacterial infection, so apt in this region to take place, gives rise 
directly to the several inflammatory conditions of the cervical 
glands, to which we shall in due course refer. It may be as well, 
before proceeding further, to describe the pathological condition 
which gives rise to the majority of the symptoms in this connection. 

In no small degree is the absurd nomenclature that has sprung 
up round these diseases to blame for the confusion that even yet 
exists as to their true nature. Luschka, in 1868, first described 
the presence of a pharyngeal tonsil in the naso-pharynx. 

The progress and development of this tonsil under diseased 
conditions is the causative agent at the root of the diseases we 
shall have to speak of. Its pathology very much resembles that 
of the faucial tonsil, and clinically the same role of symptoms can 
be observed. Like the faucial, the pharyngeal tonsil is the seat of 
acute attacks of inflammation ; and during this period examination 
finds it much enlarged, just as if one of the huge tonsils in the 
fauces (often met with) were stuck on to the posterior wall of the 
pharynx, near its roof. 

The inaccessible position of this tonsil renders its examination 
troublesome to physician and patient alike. When, however, the 
gravity of the condition is clearly understood, all sentiment and 
apathy will be put aside and the disease directly treated. 

The other terms used to describe the conditions of this tonsil in 
disease are: adenoid vegetations, Tornwaldt’s disease, and—most 
recent of all—catarrh of the median recess of the naso-pharynx. 

These different terms might be used to designate the varying 
conditions which this tonsil presents at different ages or in dif- 
ferent states. While distinctly resembling the faucial tonsil 
in the constitutional symptoms, it produces the situation of 
the pharyngeal tonsil —- encourages certain features peculiar 
to itself. The site provides warmth, moisture, and there 1s 
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no irritation. These conditions encourage glandular growth, and 
are wanting greatly in the case of the faucial tonsil; hence it 
is harder, less vascular, and it is encapsuled. 

The pharyngeal tonsil, from the advantages for glandular 
growths named, vegetates and sprouts in every direction, having 
no capsule, so that in some cases it is barely possible, with the 
finger, to reach the choane, and then only by tearing through 
masses of tonsular tissue. 

To this condition of proliferation and hypertrophy of the tonsil, 
Meyer gave the name “adenoid vegetations,” just one year after 
Luschka announced his discovery of the tonsil. 

Since Meyer’s paper was published in the Medical Chirurgical 
Society’s Transactions, 1869, which thoroughly aroused profes- 
sional interest in this region, the less-developed diseases of the 
tonsil have been separately named. Tornwaldt’s* disease is 
applied where there is more or less hypertrophy of the tonsil, 
and catarrh of median recess is a term employed in view of its 
developmental character, which resembles that of the faucial ton- 
sil. Kolliker has shewn that this appears in the fourth month 
(embryonic) as a simple cleft. Schwabach, of Berlin, has quite 
recently proved that the pharyngeal tonsil is a remnant of the 
middle cleft of embryonic life. 

Such considerations conclusively prove that there is no special 
anatomical formation such as the names used would have us 
believe. 

To keep before the mind, therefore, that we have to deal wth a 
tonsil in the naso-pharynx which intimately resembles the faucial, 
not only anatomically but clinically in the symptoms it produces, 
simplifies matters greatly as regards treatment and so on. Thus 
understood, the loose terms hitherto used for these diseases, such 
as gathering in the head, a cold in the head, will soon disappear, 
more especially when the rhinoscope begins to be more frequently 
used and the literature of the subject more freely consulted. There 
is no physician or surgeon in Newcastle who has not abundant 
opportunities for observing these diseases. I find from my case 
book at the Throat and Ear Hospital that during last year I 
attended 511 fresh cases (the attendance being only once a week). 
Out of these roundly 100 were affected with so-called adenoids, 
and were, of course, principally met with in the young. 

Here another point of analogy between the faucial and pharyn- 
geal tonsil presents itself, namely, that it is in early youth that 
we find both (often simultaneously) to reach their greatest magni- 
tude of pathological growth. To this condition—extensive 
hypertrophic condition—the term adenoids is applied. It is, as 





* Although this is not the condition Tornwaldt thought of when he wrote 
his brochure. 
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I have said, intimately analogous to the large hypertrophies of 
the faucial tonsil, and just as these may exist well into mature 
life, so may the hypertrophy of the pharyngeal. But often, as 
years advance, we notice faucial tonsils decrease in size, so likewise 
does the pharyngeal; and, in this instance, Tornwaldt’s diseases 
has been ticketed over it, together with an immense amount of 
useless refinement, over a recess—median recess—hence catarrh 
of the median recess (Kafemann) supposed to be seen in its 
structure. Such elaboration of detail can serve no useful purpose. 
On the contrary, it leads to confusion, and from that to a general 
disregard of the whole subject the descent is easy. 

The illustrations in certain manuals of adenoids, although 
they have almost become classical and sacred, are very much mis- 
leading. The pharyngeal tonsil extends from the roof of the 
pharynx down almost to a level with the retracted velum on the 
posterior wall of the pharynx. When the tonsil is diseased isolated 
adenoid areas in the mucosa covering the roof of the pharynx be- 
comes implicated ; and, when examined, the growth of this part 
may be found coursing down the septum to its centre. Laterally, 
this growth may reach or overhang the ostium tube, and patches 
of wt I have seen actually adherent to the ostium. It grows again 
on to the posterior surface of the tube, and fills up the fosse of 
Rosenmiiller, so that you can feel your finger strip the growth 
from the neighbouring ostium, and often at once give patient 
relief as to his hearing. The greatest bulk, however,.of the 
tonsillar growth will be found in the site given by Luschka, and 
often just behind the palate the greatest hypertrophy is found, 
while higher up little or nothing is noticeable. Before I leave this 
point I have to draw attention to another area often invaded— 
viz., the upper surface of the velum palati, where I have re- 
peatedly noticed considerable mounds of adenoid tissue, which, on 
retraction of the velum, greatly narrowed the choane, thus 
favouring nasal obstruction amongst other things. 

To preserve the continuity of the subject, and save ground, two 
diseases of the pharynx which are essentially dependent upon this 
condition of the naso-pharynx—viz., 


GRANULAR PHARYNGITIS—PHARYNGITIS SICCA 
may be referred to here. It is my experience, upheld by 
the results of treatment, that these conditions will always be 
found associated with masses of adenoid growth in the tonsillar 
region of the naso-pharynx, which, on digital examination, 
especially in pharyngitis sicca, will be found covered with dessi- 
cated crusts of secretion. The lateral bands, so commonly met 
with in granular pharynx, lead up to lateral enlargements of 
pharyngeal tonsil. Again, just a note of warning as regards 
ozena. This will often be found propagated by pharyngeal 
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tonsillar disease. Treatment of such cases is only of use by 
attacking the fons el origo malv—the pharyngeal tonsil. With 
these for introductory remarks, I shall now endeavour to trace the 
disease ab initio, and follow it onwards as clinical observation 
would seem to indicate its origin and course. 

The first disease of the naso-pharnyx to which I shall refer, and 
the one most pregnant with results-—-on which, in fact, probably 
the other diseases of which we are treating hang, is the so-called 
infantile coryza. The want of any definite idea as to the true 
nature of this complaint has lead to the apathy and indifference 
with which it is treated. In no treatise that I have read has any 
attempt been made to localise the lesion of the disease beyond 
suggesting a general catarrh of the nasal mucosa. I am referring 
here to coryza in the infant ; although coryza, generally speaking, 
will oftener than one might expect be found to depend on the 
same cause, viz., diseased pharyngeal tonsil. 

The pathological entity upon which this coryza in the infant 
depends is inflammation of the pharyngeal tonsil. 

I need not refer to the symptoms so well known as those belonging 
to coryza in an infant-—the feverish restlessness, the running at the 
nose, the nasal obstruction, the difficulty in nursing the infant, Ke. 
In such a case, examination per orem will shew general congestion 
of mucosa of oropharynx, probably sight thickening of tonsils, 
possibly elongated uvula. The finger introduced behind the palate 
will discover the pharyngeal tonsil enlarged often to the extent of 
filling up the space. Under steady patient treatment, suitable to 
such cases, the condition may be overcome without more surgery 
than merely scraping with the finger nail. Under the present 
regime of practice in such cases, however, results to be deplored 
follow. The child you will be told has never become eutirely free 
from the cold in the head—is most susceptible to extremes of tem- 
perature on exposure, sleeps badly at night, has attacks of ortho- 
phoea, laryngissums, &c. No better guide can we have in dealing 
with the conditions in question, than to put clearly before us that 
there is a pharyngeal tonsil subject to precisely the same con- 
ditions of disease as the faucial tonsil, and that from the fact of 
its presence near important organs like the ears, and in a confined 
space, graver results will arise in the event of disease than in the 
case of the latter. 

Once the condition of hypertrophy of the pharyngeal tonsil 
becomes established the same course is observed as in that of 
hypertrophied faucial tonsil. If anything it may be expected to 
increase ; and for this reason the cavity in which it is situated, as 
before stated, is most favourable to glandular growth—there is 
moisture, heat, and freedom from exposure. Here it may be 
observed is another source of greater danger from this tonsil than 
from faucial tonsil. There is more active lym; hatic absorption, 
of which I shall say something later on. 
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Just as in the case of faucial tonsillar hypertrophy the subject 
is open to recurrent attacks of an inflammatory nature, so it 
happens in the case of pharyngeal tonsil. This tonsil is equally 
with the former lable to alternate enlargements and contractions. 

To procced, the affection once established, and that may be 
before many months of the infant’s life are passed, provided the 
child is of fair constitutional vigour and favourably situated, little 
in its case will strike the casual observer. This can only happen 
under the most exceptional circumstances, and even then, when 
the adult stage is reached, deafness may supervene on a condition 
which has existed from infancy and been endured by the organism 
with more or less immunity. Rarely, indeed, does hypertrophy of 
this tonsil ‘arise after puberty as frequently, perhaps, as faucial 
tonsillary hypertrophy, but no doubt it persists on through middle 
hfe. Of this I have had frequent evidence. From these con- 
siderations, that almost in all cases the pharyngeal tonsil becomes 
the seat of disease in early infancy just as frequently as does the 
faucial with more or less pathological change in its condition and 
a continual source of danger, it persists through life or until suit- 
able measures are taken for its radical treatment ; and so frequent 
and grave are the complications and accidents depending upon 
hypertrophy of this tonsil that I must remain satisfied with 
merely touching upon them generally. 

The irritation, consequent on its presence spreading anteriorly, 
affects the nasal mucosa, inducing rhinitis, which, when principally 
located in the turbinated bodies, gives rise to the various de- 
formities of the nasal septum more frequently than any other 
cause. ‘The frequency of both conditions supports such a supposition. 
Let us pause one moment here to consider the conditions now 
arrived at, viz. enlarged pharyngeal tonsil and hypertrophic 
rhinitis. It has been shewn that the lymphatics of the nasal 
mucous membrane can be injected from the subdural and sub- 
arachnoidal spaces, and if force is used the fluid will pass through 
this membrane (nasal mucous). As a direct result of these condi- 
tions, rhinits and adenoid, frontal headache, mental depression, 
and apathy, are frequently observed in these cases. Under the 
term aprosexia, Prof. Guye, of Amsterdam, has given an interesting 
account of the peculiar mental conditions arising from the lesions 
above referred to, and their rapid cure under suitable treatment. 

This aspect of the case, often verified by patients presenting 
themselves for treatment, I shall not further refer to, but pass on 
to perhaps the most important complication arising during the 
progress and development of paryngeal tonsillar hypertrophy— 
viz., disorganisation of the middle ear. In considering the etiology 
of middle ear disease in infancy, childhood, and adolescence, the 
first point to be determined is the presence or not of hypertrophied 
pharyngeal tonsil, I had almost said the only cause of such at 


124 


the periods of life mentioned was this which we have indicated, 
viz., enlarged pharynx tonsil. To talk of scarlet fever, typhoid, 
diphtheria, measles, &c., as primary etiological factors in causing 
middle ear diseases is not correct. Previous tu these seizing upon 
the organism adenoids were there. The frequency of middle ear 
diseases occurring as complications of these zymotic diseases merely 
proves the frequency of hypertrophied pharyngeal tonsil. I have 
already ventured to say that where the naso-pharynx is healthy 
these diseases do not attack it—a terribly open gap for their 
ingress into the system is wanting—and perhaps we may thus 
account intelligibly for immunity altovether, or, at least, very 
mild seizures in certain-cases. A moral for treatment is here 
strongly indicated for more reasons than one—ew. gr., treat the 
naso-pharynx to preserve healthy ears for future life, and to lessen 
the risks from the infectious diseases cited. 

I need not again refer further to the effects of enlarged pharynx 
tonsil on the ear, having already dealt fully with this in another 
place. I shall now touch upon reflexes set up by enlarged pharynx. 

It is somewhat singular that so much hesitance should be dis- 
played by the profession to accept the fact that these growths, 
placed as they are, so near the entrance to the respiratory and 
intestinal tracts, play an important part in inducing reflexes from 
both sections. ‘To almost any other influence assent is given, but 
to these scepticism is only shewn. Muller has proved that from 
any point in the intestinal tract reflexes can be excited in the 
respiratory tract, hence the effect of the presence of adenoids. 
Their position with regard to the respiratory tract itself is, how- 
ever, more intimate. Their presence gives rise to oral respiration, 
which at once disturbs the rhythm of the function. In a paper 
by Dr. Mantle, British Medical Journal, February 8th, 1890, 
symptoms in infants are described, which I have over and over 
again noticed in connection with naso-pharyngeal disease in the 
infant. Ifa child begins life with this disease, then, if he is strong 
and of sound constitution, he may succeed in battling with the 
consequent adverse conditions, and come through safely, mean- 
while, however, suffering more or less from the above-named 
symptoms, such as laryngismus, orthopnoes, ete. Should, however, 
he be of weakly frame, and inheriting any defect, then he suffers 
more deeply and intensely, more wide-spread reflex nervous 
pbhenomena—and rickety deformities become intensified in the 
chest. ‘“‘The catch in the breath,” quoted by Dr. Mantle from 
Ringer, as a condition not uncommon in infants, is just as 
commonly met with in infants suffermg from the early stage of 
adenoid formation. The advice of Dr. Mantle to examine the 
fauces in cases of laryngismus is certainly to be commended. The 
advice to look a little higher would be better. The fauces, tonsils, 
uvula, and oropharynx are found more or less thickened and 
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infiltrated in these cases as a rule, to which, however, there may 
be rare exceptions. But such conditions, as I have over and over 
again observed, develop consequent on adenoid degeneration in 
naso-pharynx. ‘To proceed, this oral respiration besides induces 
a mechanical difficulty. In oral respiration the tongue falls back, 
carrying with it the epiglottis, and thus directly impeding respira- 
tion, and in sleep rousing the patient, especially a young one, in a 
state of fright or discomfort. The same circumstance disturbs 
the rhythm of respiration; too much or too little oxygen is 
inhaled, and a disturbed irregularly-supplied respiratory centre 
is the result, exploding in different directions. Then the air, un- 
impregnated with due moisture, and imperfectly warmed before 
it reaches the lungs, acts injuriously on the pulmonary mucosa, 
thus giving rise in it to traumatic congestion of the bronchial 
mucoso, and, as a result, cough and a compromised condition of its 
structure. 

The prejudicial effects of adenoids may be traced in quite another 
direction, and of the certainty of this I have had abundant proof. 
I refer to their action on the lymphatic glands of the neck. In no 
case of cervical adenitis—simple or scrofulous—have I not been 
able to demonstrate adenoid growths present, or evidence of their 
past existence in the rhino-pharynx. 

Unfortunately before these glands have become abstrusively 
enlarged in scrofulous condition, the mischief is impossible of 
being remedied by merely treating the adenoids, although a 
diminution is noticeable in their bulk after so domg. They 
will be found, however, when tolerably large, to be deep-seated 
abscess cavities, or composed of necrotic tissue. Our duty is, 
by early treatment, to cut off the supply of poison absorbed by 
these from the adenoids. From adenoids we must look for the 
source of the poison which produces so-called strumous disease of 
the lymphatic glands of the neck. All varieties of bacteria have 
been discovered in the secretions of the naso-pharynx. No better 
culture-bed could be afforded for these than the warm, moist, 
degenerate adenoid tissue, and the direct course of the lymph 
channels from these is towards the lymph glands of the neck. 

A variety of exciting causes, situated in the tract of the 
lymphatics leading into the cervical glands, are cited as inducing 
retrograde changes in these structures. Hitherto, I believe, 
adenoid growths directly instanced, emphatically cited as such, is 
nowhere recorded. Now, I believe that this oversight has been 
a grievous mistake, convinced, as I am, after abundant experience 
and observation, that there is no single cause at the same time so 
prevalent and so provocative of the conditions here referred to. 
Otorrheea pharyngeal catarrh affections of the mouth, and teeth, 
etc., are instanced, and have passed the gauntlet of distinguished 
criticism. But what is the preceding conditions causing even 
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these, indubitably, if not adenoids. I have already indicated how 
early these conditions become established at the most dangerous 
period for lymphatic absorption, and before other conditions re- 
ferred to have become developed, not only causing these, but bane- 
fully depressing the general vitality. Although I have often 
observed severe eczemas of the scalp to this end, subsequently I 
have in no instance observed glandular complication. I do not 
deny such altogether as causative. In fact, it would seem from the 
multiplicity of causes instanced that uncertainty exists. Now, in 
no single case of enlarged glands have I found absence of adenoid 
disease of post-nasum—z.e., enlarged pharyngeal tonsil. Apart 
from the chronic condition of these glands, I have found acute 
engorgement of these bodies, the cervical glands, associated with a 
similar state of inflamed pharynx tonsil, and where treatment of 
the latter condition at once relieved the glandular condition—~.e., 
alleviated the course of the disease in the glands. Again, as an 
indication of the intimate association of the condition referred to, 
in no case met with has naso-pharyngeal medication been employed 
without more or less effect distinctly appreciable. Thus not only 
is this condition associated with the graver form of glandular affec- 
tion, but also with simpler forms of tissue change in these organs, 
which state yields more satisfactory results through naso-pharyn- 
geal treatment than by any other method. I have over and over, 
without success, endeavoured to influence these conditions before 
it dawned upon me that naso-pharyngeal conditions lay at the root 
of the condition in the vast majority of cases. 





ERRATUM. 


In the Transactions for January, Dr. Oliver’s remarks on page 78 should 
follow Case IIL, shewn by Dr. Drummond, and not Case II. 





